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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetios cannot lift faces, but they cer- 

tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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“Effective in Neuro 


me 
Administered intravenously, Aldarsone, em- Ad 
ployed alone or in combination with artificial i‘ 
fever therapy, has been shown to bring about 4 
serologic negativity or clinical improvement— (F 
or both—in a gratifying percentage of cases of = 
general paresis, tabes, taboparesis and unclas- ci 
sified meningovascular neurosyphilis. @ “After san 
treatment, 50 percent of the patients had the 
a negative spinal fluid Wassermann reaction tau 
and 60 percent had improvement in the col- ele 


loidal gold curve.”! ““Aldarsone, a pentavalent In 
arsenical, proved to be effective in the treat- 

ment of neurosyphilis, especially in the menin- , 

govascular type.”? ““Aldarsone is a relatively 

nontoxic pentavalent arsenical which, when 

given intravenously in aqueous solution, is an 

effective agent in the treatment of neurosyph- 


ilis.°3 @ Literature on Aldarsone will be sent to RA 


physicians on request. Aldarsone is supplied We: 
through pharmacies in 0.5-Gm. and 1.0-Gm. 
ampoules. It is soluble in sterile distilled water 

REG. U. S. PAT. OFF 


and requires no neutralization with alkali. 


Laporatories, North Chicago, I]linois. (PHENARSONE SULFOXYLATE, ABBOTT 


1. Bennett, A., Morrison, W’., and Modlin, H. (1944), Ven. Dis. Inf., 25:69, March. 
2. Spiegel, L., Liefer, W., and Sarason, H. (1941), Am. J. Syph., Gonor. and Ven. Dis., 25:472. Jul 
3. Kamman, G. (1938), Am. J. Syph., Gonor. and Ven. Dis., 22:638, Sept. 


Z / 
)\\ 
uerdict — 
4 
| 
“4 / 
\ 
\ 
TI 
\ \ 
\ Y, €CZ 
\ 
4“ 
' 
- 


THE ANSWER TO A PERPLEXING QUESTION IN TREATING 


“But Doctor... HOW CAN | WASH THE BABY’S FACE 
WITHOUT USING SOAP?” 


The answer, Doctor, is Acidolate .. . Cleansing the inflamed skin in, infantle 
eczema when it is moist or oozing, scaly or crusted, has always been a major problem for 
the mother, the nurse, and the physician. It is satisfactorily solved by employing bland 


Acidolate instead of irritating soap. 


Acdolate, a rational and effective replacement for soap, is non-irritating, non-alkaline 
(pH 6.25), non-abrasive, and hypo-allergenic. Low surface tension of this mild yet concen- 
crated detergent permits deep penetration between and under the crusts and into the skin 
crevices. Acidolate blends easily with ointments, oils, creams, and accumulated skin secre- 
tons on gentle massage. Emulsification is brought about during 
the process of rinsing with water, preferably warm, thus facili- 
tating their prompt removal. Such cleansing prepares the skin 
ettectively for further therapy in infantile eczema as well as 
in other dermatoses. 


ACIDOLATE 


Reg. U. S. Pat. Off. and Canada 
Non-Lathering, Sulfated-Oil Skin Detergent 
Supply: 8 oz. and gallon bottles 


RARE CHEMICALS, INC., Harrison, New Jersey 


West Coast Distributors: GALEN COMPANY, Berkeley 2, Calif. 


“Oil on Troubled Skin” 
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ee efor the careful woman who shuns chemical depilatories because of its 
possible dangers and offensive odors. 

e ee the discriminating woman who avoids shaving because she detests “razor 
stubble.”’ 

ee e or the cautious woman who is unduly worried that removing unwanted 
hair will make it grow back coarser and heavier. 


Sip Treatments are a PRACTICAL solution — - 


Sty’ a bland wax-like compound, totally free SIP Treatments give freedom from unwanted 
from dangerous and ill-smelling chem- hair from 4 to 6 weeks, varying with indi- 
icals. It is NOT a chemical depilatory. vidual hair growth. It will NOT make 
~@ helps oO mals the hair grow back coarser and heavier. 
1elps remove hair, safely and swiftly, 
by “Stripping” hair from above and Sip: Proud and Happy to be the first 
below the skin surface, leaving skin product of its kind to be accepted for 
clean and smooth, without any bristly advertising in publications of the 
hair stubbles. American Medical Association. 


SI Epilating Treatments at the Finer Beauty Salons from Coast to Coast. 


ADVERTISED 
AMERICAN MEDICAL 
ASSOCIATION 
PUBLICATIONS 


MANUFACTURED by 
EPILATOR Pittsfield Building, Chicago 3, Illinois 
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IN COMMON USE | 


ZEPHIRAN CHLORIDE 9.04 
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AQUEOUS SOLUTION 1:1000, BOTTLES | 
OF 8 OZ. AND 1 GALLON. STAINLESS 
% TINCTURE 1:1000, BOTTLESOF8OZ.AND 
1 GALLON. TINTED TINCTURE 1:1000, | 
BOTTLES OF 8 OZ. AND 1 GALLON. 
2» 
WRITE FOR DETAILED LITERATURE 
5 ACCEPTED 
MEDICAL 
ASSN 
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WINTHROP CHEMICAL COMPANY, INC., Pharmaceuticals of merit for the physicion, NEW YORK 13, N. Y., WINDSOR, ONT. 
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clean 


OU HAVE undoubtedly told 
een of your patients that 
a Clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 


Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 


Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


Jupiter’s Headache 


= before had JUPITER suffered 
with such a headache. In desperation 

he summoned the gods to Olympus 

and tried the remedies they suggested 
but without relief. Unable longer 

to bear the racking pain, he commanded 
his son VULCAN to cleave his head with 
an axe. Swish! the axe fell and out 

of JUPITER’S head stepped MINERVA, 
goddess of wisdom, fully grown, clad 

in shining armor, and chanting a 

pean of victory. JUPITER, apparently, 
had an IDEA. 


* * 


We, too, about 10 years had an idea for a 
better method of cleaning the skin. CREAM 
OF SOAP* is that method, and with it, in- 
expert hands can make the skin clean— 
quickly, thoroughly, harmlessly. There is 
no lather to develop. CREAM OF SOAP* 
is already in colloidal solution. It adsorbs 
the surface soil when rubbed on the skin, 
then rinses off completely with cold, hot, 
soft or hard water. CREAM OF SOAP* is 
neutral, has no perceptible chemical action 
on the skin surface, and can be safely used 
even when the skin is sensitive, irritated or he cons 
disturbed. Samples gladly sent on request. 
Personal Luxuries Co., 55 West 16th St. 
New York 11, N. Y. rsenical 
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onservative 


byphilotherapy 


Treponema pallidum: unretouched photomicro- 
graph of fresh human chancre exudate, under dark- 
field illumination; some red blood cells apparent. 


he conservative method of treating early syphilis requires 
he continuous administration of alternate courses of an 
renical, such as Neoarsphenamine Merck, and Bismuth, 
ccording to specific schedules. The prevention of infectious 
elapse largely depends on two important factors: 


1. EARLY INSTITUTION OF TREATMENT 
2. ADEQUATE DOSAGE 


MERCK & CO., Inc. 


Manufacturing Chemists 


HE statistical studies of 
Padget* have been of con- 
siderable value in establishing 
the need for treating primary 
syphilis during the seronega- 
tive stage. Under the best con- 
ditions obtainable, the syph- 
ilitic patient has less chance of 
being cured when treatment 
is delayed until the blood be- 
comes seropositive than he 
has if therapy is instituted 
while it still is seronegative. 
Furthermore, the incidence of 
neurosyphilis has been found 
to be more than twice as high 
in seropositive primary syph- 
ilis cases than in any other. 
The first three months of 
treatment are most important 
in preventing future relapse. 
Negative serologic reactions 
do not necessarily indicate 
noninfectiousness; hence, pa- 
tients should not be permitted 
to relax precautions or suspend 
therapy until the proper num- 
ber of alternating, uninterrupt- 
ed courses of Neoarsphena- 
mine Merck and Bismuth Sub- 
salicylate have been given. 
*Padget, P., Long-term results in 


treatment of early syphilis, J. A. 
M. A. 116:7-11, 1941. 


NEOARSPHENAMINE 


RAHWAY, N. J. 
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KODACHROME 


| MEDICHROME SLIDE 
0982/2881. Kapeoste CLAY-ADAMS CO. Inc. New York 

varicelliform eruption. 


MS2, 30. Chaners 
dorsum of hang 


MEDICHROME SERIES MS2 


DERMATOLOGY and SYPHILOLOG; 
78 NEW SLIDES NOW AVAILABLE 


A series of 313 2 x 2” (35 mm.) Kodachrome transparencies (lantern slides) made with the cooperation of Pr 
Frank C. Combes, Dept. of Dermatology, New York University College of Medicine; Herman Goodmy 
M.D.; and Dept. of Health, New York City, Theodore Rosenthal, M.D., Director, Bureau of Social Hyg 


Complete set Medichrome Series MS2 (313 slides) bound in Adams Slide Binders (between 


MEDICHROME SERIES MS3 DERMATOLOGY 


A series of 152 2x2” (35 mm.) Kodachrome slides, photomicrographs of Skin Diseases made with the com 
eration of Dr. George M. MacKee, Director, and Dr. Charles F. Sims, Associate, New York Skin and Cane 
Unit of Post-Graduate Medical School and Hospital, New York City. 


Complete set Medichrome Series MS3 Dermatology (152 slides) bound in Adams Slide 


MEDICHROME SERIES MS4 _ MEDICAL MYCOLOGY 


A series of 99 2x2” (35 mm.) Kodachrome slides, clinical photographs, colonies, cultures, photomicrograps 


and gross pathology. Made with the cooperation of Dr. Rhoda W. Benham, Dept. of Dermatology, C 
of Physicians and Surgeons, New York City. 


Complete set Medichrome Series MS4 Medical Mycology (99 slides) bound in Adams Slide 


MEDICHROME SERIES MH NORMAL HISTOLOGY * 
of TEGUMENT 


A series of 34 slides from our collection of approximately 1200 Normal Histology Kodachromes. Medichrom 
Slides MH 196 to MH 204G inclusive on Tegument, %c each bound in Adams Slide Binders, S0c ¢a¢ 


cardboard readymounts. 
When ordered with above slides, subject to a 5% discount on orders for 50 slides and 10% 7 
discount on orders for 100 or more slides. Arran 

witho. 
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Beauty Counselors, Inc., Dept. AD 1 
Grosse Pointe 24, Michigan 
Arrange to give my wife a demonstration and a $1.00 lipstick 


without cost or obligation to her. 


My Wife's Name: 


Address 


City & Stote 


Whatever way your wife expresses her appreciation— 
with words, or a smile, or a favor—you know that earning 
her “thank you” is well worth the trouble. 

Especially when it is as easy as just mailing this coupon. 
In return for this coupon, your wife will receive a message 
and a gift. A charming Beauty Counselor will call at your 
wife’s convenience and show her in her own mirror how our 
hypo-allergenic preparations and our advice on cosmetic 
placement bring out NEW LOVELINESS. And she may 


try before she buys! 


Wives of other physicians report that this demonstration 


is a most fascinating and beneficial hour! And in return for 


the permission to call, we will present your wife with a 
$1.00 lipstick, free. 
Do your wife a favor and earn her appreciation . . . mail 


this coupon now. 


| 


J San Francisco 8, California 


Grosse Pointe 24, Michigan 


Windsor, Canada 
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SHAMPOO CREAM 


made especially for Dry Hair and Scalp 


A®Rich Lathering 


| Soap Detergent 
| WRIGHT & LAWRENCE 

| Leaves the Hair Peau Seche Sales, Inc. 

14 N. Michigan Ave. 

| Easily Managed 


Please send a complimentary jar of Peau Seche 
Shampoo Cream. 
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CONTROL... 
the Core of Confidence 


A) 


Your Confidence in Penicillin Schenley 
Is Assured by the Vast Program of Control 
Maintained at Schenley Laboratories 


CONTROL at every 
step in the production of 
Penicillin Schenley insures 
an extremely high standard 
of purity, potency, and 
pyrogen-freedom. 

This fact...and the con- 


tinuing research procedures 
which determine production 
methods at the Schenley 
Laboratories. ..are the vital 
core of the confidence with 
which you can specify 


Penicillin Schenley. 


PENICILLIN SCHENLEY 


SCHENLEY LABORATORIES, INC. 
Executive Offices: 350 Fifth Avenue, New York, N. Y. 
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This silhovetre view shows the manner in 
which the Zephyr tubestand assembly rolls 
freely from one end of the closed treatment 
table to the other. The self-locking tube- 
head moves vertically, longitudinally, and 


swings through sweeping arcs in all planes. 


a specialized apparatus for 
superficial x-irradiation 


PICKER X-RAY CORP.* 300 FOURTH AVE.* NEW YORK 10 
WAITE M’F'G DIVISION + CLEVELAND 12, OHIO 


the patient is always 
comfortable... 


So extraordinarily flexible is the Zephyr Superficial 
Therapy Unit that your patient need never assume a 
strained or awkward position during treatment. Pre- 
cisely angulated irradiation of any field, at any angle. 
from the crown of the head to the plantar surface of 
the foot can be readily accomplished, with the patient 
in whatever position promotes greatest comfort — prone. 
supine, or recumbent. Ask for Picker Bulletin No. 124 


... or better still, call in your local Picker representative. 
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Iletin (Insulin, Lilly) 


’ Years of research and experience in the 
manufacture of large lots of Iletin (Insulin, 
Lilly) have resulted in the development of 
methods of preparation and standardization 
that insure purity, stability, and constant 


unitage. Iletin (Insulin, Lilly) and its 

odifications are supplied in 10-cc. vials 

designated as: 

Iletin (Insulin, Lilly), U-20, U-40, U-80, 
and U-100, containing 20, 40, 80, and 100 
units per cc., respectively. 

Iletin (Insulin, Lilly) made from zinc-Insulin 
crystals, U-20, U-40, and U-80, contain- 
ing 20, 40, and 80 units per cc., respec- 
tively. 

Protamine, Zinc & Iletin (Insulin, Lilly), 
containing 400 and 800 units, labeled 40 
and 80 units per cc., respectively. 


EL! LILLY AND COMPANY 


INDIANAPOLIS 6, INDIANA, U.S.A. 
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A picture of The Good Samaritan provided the inspiration that 
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The tempo of medical progress, always rapid, 
has been accelerated to a marked degree during 
the last few years. New discoveries and develop- 
ments have been most revealing.In the practice 
of medicine, the old is never good enough if the 


No NEED for the doctor to be embarrassed over 
his failure to remember his ticket. Every minute 
is measured these days, and during the last hour 
at the office there were many things to be done. 
Despite the temporary hardship which his ab- 
sence will impose on his patients, the few days 
required to attend the state medical meeting, 
where opinions can be exchanged with mutual 
respect and confidence, will be time well spent. 


new is better. Medical meetings are essential to 
better understanding, better health, and better 
medical care. The physician owes it to himself 
and to his patients to attend whenever possible 


LO 


eventually led to the founding of Eli Lilly an¢ 


2 
| 
j 
| 
| 
% J ‘ ly 
| 
| 3 
3 
i 
a e 


Archives of Dermatology and Syphilology 


VotumE 53 MAY 1946 Numper 5 


COPYRIGHT, 1946, BY THE AMERICAN MeEpiIcaL ASSOCIATION 


DERMATITIS OF THE HANDS DUE TO ATOPIC 
ALLERGY TO POLLEN 


ALBERT H. ROWE, M.D. 
OAKLAND, CALIF 


ERMATIVIS of the hands (eczema) as the sole or major mani- 

festation of inhalant pollen allergy heretofore has not been 
reported. Since the causative allergens are borne by the blood it const: 
tutes a localized atopic dermatitis. Sensitization resides primarily in 
the cells of the capillaries of the skin, in contrast to sensitization in the 
epidermal cells in contact eczema. This atopic dermatitis of the hands 
due to pollen allergy occurs, or is exaggerated, during the pollen season, 
coming, as a patient said, “with the plants.” It usually occurs on 
the dorsa of the hands or on the knuckles and on the dorsa and sides 
of the fingers and between them, and less often on the palms and around 
the wrists. Usually it is bilateral and fairly symmetric, varying in 
degree and extent on each hand. Frequently, especially with its vearl 
recurrences, other areas of the skin may become affected in varying 
degrees and in the following approximate order of frequency: the 
cubital areas; the flexor surfaces of the forearms and lower parts of 
the arms; the face, especially the eyelids; around the mouth, the chin, 
sides of the jaws; all surfaces of the neck; the “V" of the chest; the 
upper part of the back and shoulders; the legs and ankles; the popliteal 
areas; the inner parts of the thighs, the axillas and, during exaggerated 
spells, the rest of the skin.’ 

In the last eight years I have studied more than 180 cases of eczema 
of the hands as a major or sole manifestation of atopic dermatitis. In 
approximately 16 of these cases eczema has been due to pollen allergy, 
ind 6 of these are summarized in this article. In a forthcoming article 

1. In 1937 I reported atopic dermatitis due to pollen, food or other inhalant 
llergies involving the areas mentioned in varying degrees, and I tabulated obser 
vations on 30 cases (Rowe, A. H.: Clinical Allergy, Philadelphia, Lea & Febiger 
1937). I discussed this subject again in 1939 (Rowe, A. H.: Discussion on 
\topic Dermatitis, J. Allergy 11:203, 1939) and since then in other publications 
einberg also discussed it in 1939 (Feinberg, S. M.: Seasonal Atopic Derma- 


titis: The Role of Inhalant Atopens, Arch. Dermat. & Syph. 40:200 [Aug.] 1939 


itis 


2. Rowe, A. H.: Dermatitis of the Hands (Eczema) Due to Food Allergy 
be published. 
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the predominance of food allergy as a cause will be reported. Allergies to 
animal emanations, dust and miscellaneous inhalant allergens also must 
be considered as probable though rare causes. One case of symmetric 
dermatitis of the palms due to inhalant allergy to tobacco has been 
observed. Though I do not encounter many cases of contact dermatitis 
of the hands, so frequent in industrial and other occupations, it is my 
opinion that some so-called industrial causes are secondary activators of 
atopic dermatitis which is primarily due to food and less often to inhalant 
allergens. It also appears that such atopic allergy at times is responsible 
for dermatitis of the hands assumed to be due to infection from or to 
allergy to fungi. 
DIAGNOSIS OF POLLEN ALLERGY 

As in all clinical allergy, the sole evidence of pollen sensitization may 
be obtained from a careful examination of the patient's history.* The 
onset or decided exaggeration of dermatitis of the hands during the 
pollen season is especially suggestive. Pollen as a cause of dermatitis 
also is possible when a history of present or past hay fever or asthma, 
probably due to pollen allergy, is revealed in the patient’s or even in his 
familial history. Such a positive history, however, may be absent. 

Testing of the skin with all pollens inhaled by the patient is important. 
With less frequency than in food allergy,‘ negative reactions may occur 
to pollens responsible for dermatitis. The degree of positive reactions, 
moreover, does not necessarily indicate the clinical importance of the 
pollens. Testing should be done first by the scratch method. Since 
severe exaggeration of the dermatitis, even generalized in type, has 
occurred after intradermal testing, I usually forego intradermal testing 
in patients with atopic dermatitis due to probable inhalant allergy. If 
this testing is performed, weak dilutions are utilized and exaggération 
of the dermatitis is always anticipated. Positive reactions of the skin 
by either test do not necessarily indicate clinical sensitization. 

Residence in a room with an efficient pollen filter is valuable not 
only for diagnosis but also for treatment of atopic dermatitis due to 
pollen allergy. Relief may not be evident, however, for two to seven 
days. Probably this is because of the persistent absorption of pollens 
retained in the depths of the bronchial tract and even in the gastro- 
intestinal tract, but also because of the continued but diminishing aller- 
gens in the blood and the body tissues for several days or probably, in 
some patients, for longer periods, even when the patients remain in an 
environment relatively free of pollen. 


3. Rackemann, F. H.: History Taking in Allergic Diseases, J. A. M. A. 


106:976 (March 21) 1936. 
4. Rowe, A. H.: The Evaluation of Skin Reactions in Food Sensitive 


Patients, J. Allergy 5:135, 1934. 
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Assurance that pollen allergy is the major or sole cause finally 
depends on the obtaining of good results from hyposensitization, as 1s 
liscussed later. 

DIAGNOSIS OF ASSOCIATED ALLERGIES 

A. History—Although dermatitis of the hands reported in_ this 
article is due to atopic allergy to pollen as the sole or major cause, the 
possible concomitance of other inhalant, infectant or contact allergies 
must be remembered. To determine such possible allergies, history 
again is of paramount value. Thus, nasal or bronchial symptoms, past 
or present, or exaggeration of the dermatitis from exposure to animals 
or to the many miscellaneous inhalants, requires their consideration as 
a contributing cause of the dermatitis. Food allergy should be suspected 
when any of its possible manifestations are evidenced in the patient’s 
history or when a history is obtained of dislikes for specific foods or of 
their disagreement with the patient. Moreover, if the dermatitis is 
exaggerated or if it occurs only during the fall, winter or spring months, 
food allergy is definitely suggested.° Dermatitis due to ingested seasonal 
foods, especially to fruits and vegetables, also my occur. Possible allergy 
to oral or injectant drug or medication as a complicating cause also 
must be remembered. “Id” reactions from bacterial and especially from 
fungous infections also may cause or complicate dermatitis of the hands. 

Contact allergy due to the oils or resins of vegetables, fruits and the 
leaves and flowers of grasses, weeds, trees, shrubs and plants may be 
the sole cause of dermatitis, especially of the hands, or it may be an 
associated cause of dermatitis primarily due to atopic allergy to pollen 
or food. Detailed questioning and the recording of evidence suggestive 
of contact allergy of any type are most important. . 

b. Tests of the Skin.—When inhalant allergy other than to pollen 
is suspected, important information may be obtained by cutaneous test- 
ing. The initial use of the scratch test, care with the intradermal test 
and the fallibility of the results of such tests already discussed in refer- 
ence to pollen allergy must be remembered. The value of rooms free 
from dust and inhalants for the study and treatment of all types of 
inhalant allergy also is evident. 

When food allergy is suspected, the evaluation of definite reactions 
obtained by the scratch method to foods is important. The fallibility 
of such positive reactions, and especially of negative reactions in patients 
sensitive to food, and the usual necessity of trial diets, such as my 
standardized elimination diets,* no longer need emphasis. The use of 
these diets is discussed later in this paper. 


5. Rowe, A. H.: Seasonal and Gecgraphic Influences on Food Allergy, 
T. Allergy 13:55, 1941. 
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Possible contact allergy, of course, requires confirmation with patch 
test, using the substances in question. The proper interpretation ot 
such tests and the occurrence of negative reaction are discussed in cur- 
rent textbooks. 

TREATMENT OF POLLEN ALLERGY 


Control of dermatitis of the hands, as of other areas of the b uly, 
when it arises from allergy to inhaled pollens, requires hyposensitization 
with antigens which contain all the pollens that may be producing the 
dermatitis. .\s has been previously stated, the reactions of the skin to 
all or some of the causative pollens may be negative; therefore [ include 
in the antigen all those pollens steadily encountered by the patient dur 
ing the months when the dermatitis persists. Thus, dermatitis present 
during the spring and summer necessitates an antigen containing all 
the common pollens of trees and grass of early summer; dermatitis in 
the fall requires all the pollens of late summer and fall, and dermatitis 
continuing from early spring until late fall requires all of the air-borne 
pollens encountered during those seasons. If allergy to the pollens of 
| | cultivated flowers is indicated by history or by testing of the skin, the 
important ones can be included in the antigen or administered separately. 
| | Since I have determined that good results from hyposensitization with 
| pollens usually require very weak dilutions* and that concentrated 
antigens and the stronger dilutions often exaggerate or reestablish the 
| dermatitis, it is unnecessary to limit the number of pollens in the antigen 
in order to administer eventually large numbers of units of all pollens 
included in the antigen. Thus, from twenty to fifty pollens usually are 
combined in one antigen employed in the treatment of my _ patients 
afflicted with atopic pollen dermatitis. 

Gradually, I have become assured of the usual necessity of. minute 
doses of these “multiple antigens” for the gradual control of derma 
| titis due to pollen allergy. This especially is necessary for cosea- 
sonal treatment which at times must be continued for many months in 
western states during those periods while pollen remains in the air. 


The justification of these minute doses resides in the good results 
obtained in cases of pollen dermatitis treated by me in increasing numbers 


during the last decade. 

Treatment is started with 0.1 cc. of a dilution varying from 
1: 5,000,000 to 1: 5,000,000,000, the dilution depending on the severity 
of the dermatitis, the amount of pollen in the air and the age of the 
patient. If fewer than twenty pollens are in the antigen, correspond 
ingly weaker dilutions may be required. Injections are given every one 


6. Rowe, A. H.: Elimination Diets and the Patient's Allergies, ed. 2, Phil 


delphia, Lea & Febiger, 1944. 


7. Rowe (footnotes 1 and 6). 
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to three days and often are administered by the patient. Danger of a 
veneral reaction is absent because of the weak dilutions. An increase 
in the itching and the degree of dermatitis after an injection usually 
indicates an excessive dose; a decrease in the itching and amelioration 
of the dermatitis in two or three weeks indicates proper dosage, whereas 
no change justifies a weaker or a stronger dilution until a beneficial 
dose is found. When there is decided improvement, the dose can be 
eradually increased, especially after the pollens decrease in the air, but 
a reduction in dosage becomes necessary should the dermatitis at any 
time become exaggerated. When pollen leaves the air the successively 
stronger dilutions of the antigen may be tolerated. On the return of 
the allergenic pollen to the air, hyposensitization may have been attained, 
so that the 1: 500, and rarely the 1:50, dilution can be continued one 
or two times a week with no return of the dermatitis. During the 
pollen season, reduction in dosage to a 1: 50,000 or even a 1 : 50,000,000 
or a weaker dilution usually becomes necessary. Indeed, | have obtained 
excellent results with the perennial injection of dilutions no stronger 
than 1: 5,000,000,000. If the dermatitis is well controlled or absent after 
one or preferably two vears of therapy, injections may be stopped with 
the understanding that they will be resumed if the dermatitis recurs. As 
in seasonal hay fever, pollen therapy may be necessary for many years. 


CONTROL OF ASSOCIATED ALLERGIES 

When food allergy is suspected, my elimination diets,° modified by a 
history of definite food dislikes or disagreements and by definite skin 
reactions to specific foods obtained by the scratch tests, have been utilized 
ior the study and continued control of such allergy. Because of the 
fallibility of the cutaneous tests,‘ especially for the determination of food 
allergy, test-negative diets usually fail in the control of such allergy. 

For successful treatment by use of elimination diets I have stressed 
the following recommendations: ‘The prescribed diet may have to be 
continued for two to three weeks before evidence of improvement 1s 
noticed. This is due to the continued presence of the food allergens in 
the blood and tissues for more than a few days and the persistence and 
legree of changes in the skin resulting from atopic dermatitis. More- 
ver, the exclusion of allergenic foods must be 100 per cent, since a 
maximum degree of allergy must be assumed for all excluded foods 
until the eczema is satisfactorily relieved. ‘Thus, the patient must be 
viven detailed menus and necessary recipes for bakery products so that 
iccurate use of the elimination diet will be assured and nutrition properly 
‘otected. 


\s previously stated, dermatitis of the hands due to atopic allergy 


to inhalants other than pollens apparently is rare. It must be considered, 
however, in resistant cases, especially when other manifestations due to 
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such inhalants are present. Methods of diagnosis already have been 
discussed. Treatment requires elimination of the specific inhalants from 
the patients’ environments and specific hyposensitization, using very 
dilute antigens as I now advise for pollen therapy. 

Association of an “id” eruption due to allergy to fungi on the feet 
or other areas of the skin, or a superimposed fungous infection in the 
area of atopic dermatitis, might occur. This would require proper treat- 
ment of the original infection’with possible hyposensitization with dilute 
trichophytin and oidiomycin, or less often with an autogenous fungus 
antigen. 

Contact allergy to various substances which may be associated with 
atopic dermatitis due to pollen allergy already has been discussed. When 
it is present, avoidance of the incriminated substances bécomes 
necessary. When allergy to the resins of vegetation is indicated by 
definite patch reactions, the oral administration of the reacting resins 
diluted in a vegetable oil may produce hyposensitization, as reported 
especially by Shelmire.* When allergy to the pollens of such vegetation 
also is indicated by history, with or without positive reactions, I have 
obtained good or excellent relief from the dermatitis with specific pollen 
hyposensitization without the oral administration of the reacting resin 
itself. 

LOCAL THERAPY 

When papulovesicular lesions with oozing, crusting and pruritus are 
present, continuous compressing or bathing with solution of aluminum 
acetate diluted 30to 60 times, often is beneficial. Isotonic solution of 
sodium chloride, or even tap water, may be used in a similar manner. 
Between applications of the compresses, or after oozing has ceased, white 
petrolatum or liquid petrolatum may be applied locally and may. relieve 
the dryness and other discomforts of the skin. Other ointments 
and lotions, as advised by dermatologists, also may be helpful. Roent- 
gen ray therapy usually will relieve the itching and decrease the derma- 
titis.. Such treatment must be administered only by qualified physicians 
and with standardized roentgen tubes; however, a total of no more than 
two units to any one area during a patient’s lifetime can be safely 
administered. 

As hyposensitization with proper pollen therapy increases and as 
other allergenic causes, if present, are controlled, the need for local 
therapy will decrease and finally disappear. 


REPORT OF CASES 


Case 1—Mrs. W. H. E., aged 56, first was seen by me in April 1942, at 
which time she had a recurrent vesicular, oozing, crusting, itching and cracking 


8. Rowe.5 Shelmire, B.: Contact Dermatitis from Weeds: Patch Testing 
with Their Oleoresins, J. A. M. A. 113:1085 (Sept. 16) 1939. 
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ruption of seventeen years’ duration on the dorsa of both hands and between 
all the fingers. The onset was in February or early March of 1925, in Santa 
Barbara, where she had lived for three years. She took up residence in Bakers- 
field in 1938, and the eruption recurred early each March, reaching a maximum 
during the period from April to October, decreasing in November and December 
and being absent from late December until early March. 

Four physicians were consulted, from 1926 to 1935, who tested her by the 
scratch and contact methods. No positive reactions, except to Crisco, occurred. 
In 1941, skin testing with 180 inhalant and 160 food allergens produced negative 
results. All types of treatment, including much roentgen ray therapy, had failed. 
No history of hay fever, asthma, bronchitis, sick headaches, indigestion, previous 
lermatoses or any other possible manifestation of allergy was obtained. In 1940, 
for the first time, the dermatitis involved the forearms, neck, face, groin, legs 
and ankles. These areas also were involved in 1941 to a moderate degree, but 
the major manifestation had continued on the backs of the hands and around 
the fingers. The palms were never involved. 

Her dietary history revealed no dislikes or idiosyncrasies for any food. Itching 
and burning of the hands, however, had occurred when in contact with fresh fruit 
and vegetables, especially with tomatoes. 

There was no history of an allergy to any drug or chemical. 

Her sister and brother suffered with bronchial asthma and her son had mild 
bronchial allergy. Her menstrual periods had been absent for six years. No 
tobacco or alcohol was used. 

Her physical examination revealed no abnormalities except for the dermatoses 
previously mentioned. 

Cutaneous testing with all important food and inhalant allergens gave no 
reactions by the scratch method. Intradermal testing with inhalants was negative. 
Patch tests with thirty-six oils and resins gave reactions of 3 plus to mugwort 
and Franseria acanthicarpa and a reaction of 1 plus to poverty weed and camomile. 

Treatment and Progress.—Hyposensitization with an antigen containing forty- 
two important pollens from the Bakersfield area was initiated with hypodermic 
injections of 0.1 cc. of a 1: 5,000,000 dilution given every two days. In two weeks 
there was definite improvement. The dose then was increased by 0.1 cc. at each 
injection with a resulting increase in the dermatoses when 0.5 cc. was administered. 
The dose then was reduced to 0.05 cc. of the 1: 5,000,000 dilution and repeated 
every two days. The patient returned from Oakland to Bakersfield on May 27. 
There was complete relief from the dermatitis of the hands. <An increase to 0.1 cc. 
had produced an increase in the eruption on two occasions in the previous month. 
In mid-October, however, 0.1 cc. was tolerated with complete control of her eczema. 
In late October and through the winter months, injections were continued every 
two to three days with a gradual increase up to 0.6 cc. of the 1: 50,000 dilution. 
In April 0.1 cc. of the 1: 5,000 dilution caused itching of the hands and a slight 
eruption. In the summer and fall of 1943 injections were continued with 0.4 cc. 
ot the 1:50,000 dilution with no recurrence of the eruption. Intolerance of a 
larger dose was indicated by slight itching. During the winter of 1943 and the 
entire year of 1944 treatment was continued with the 1: 5,000 dilution up 0.2 cc. 
every five to seven days, with complete control of the patient’s dermatitis on 
all areas of the body. 

Because of the positive patch test reactions to the resins of the various vegeta- 
tions recorded earlier, a 1: 100,000 dilution of a mixture of these resins in sesame 
oil was given by mouth, beginning with one drop and increasing gradually to 
eight drops daily. This treatment was continued for a period of three months 
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and has not been resumed in the last two years. Moreover, in March 1944 slight 
eruption occurred on the fingers, palms, backs of the hands and around the wrists 
m two occasions immediately after lettuce had been handled. 


Case 2.—Mrs. L. G., aged 32, was first seen in April 1937. She had had 
dermatitis in the palms of the hands for eighteen years. It appeared in early 
February and continued until May or June. During the other months the palms 
were either smooth or slightly scaling and rough. The dermatitis always started 
with vesicular papules and pruritus with consequent excoriations, oozing and 
crusting. Thickening, cracking and scaling in varying degrees were constant. The 
recurrence of the dermatitis in the spring months always had been associated with 
multiple papulovesicular lesions. In no other area did the skin become involved 
until the last two months, when the forearms and neck became covered with an 
erythematous crusting and thickened dermatitis. There was also an erythematous 
scaling dermatitis on the ears and a moderate eruption on the arms and forearms 


Fig. 1 \topic dermatitis of palms recurring from early February to mid 
summer for eighteen years. 


There was no history of hay fever or asthma except sneezing and nasal 
congestion during two winters. Recurrent sick headaches, chronic indigestion and 
other symptoms suggestive of an allergic cause were absent. 

Physical examination indicated nothing abnormal. No dermatophytosis was 


1 


present. The blood count, complement fixation and urinalyses showed that in thes 


respects the patient was normal. 
Cutaneous testing by the scratch method revealed no reactions to any foo 
allergens or to any pollens of trees or of grasses or weeds or of cultivated flowers 


1 


or to any animal emanation, house dust or miscellaneous allergens with which tests 


were made. Reactions to patch tests with the resins of the leaves of acacia, elt 
ivy, oak, magnolia, brome, ray and hermuda grass, coastal sage, mugwort 


Western ragweed, cocklebur and helenium were negative. 

Because of the occurrence of the dermatitis in the spring months it was assumed 
in spite of the negative skin reactions, that blood-borne allergens from inhaled 
seasonal pollens were responsible for this cutaneous allergy. Therefore an antiget 


which contained all of the common pollens of trees, grass and early summer weeds 
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itive to her community was prepared. Treatment was started with a 1: 5,000,000 
ilution. Subcutaneous injections were given two or three times a week and 
‘1 in the usual manner. The itching, extent and degree of the dermatitis 
ecreased during the next two months. By fall, 0.6 cc. of the 1:50 dilution was 
ing given every five to seven days, and this dose was continued. There was no 
eturn of the dermatitis after 1937, although during the springs of 1940 and 1941 
i slight roughness and a few occasional papulovesicular lesions in the palms 
occurred. Because of the absence of all dermatitis in the spring of 1942, hyposensiti- 
ation Was stopped in June. 
rhere was no recurrence of the dermatitis, except slight roughness and scaling 
the palms, from the spring of 1942 until late February 1944, when the usual 
lesions rather rapidly reappeared. Pollen therapy was reinstituted with a 1: 30, 
(40.000 dilution of the antigen, as administered in 1937. Gradually the doses were 
ncreased during the summer and fall months. By November, when her hands 
ere entirely clear, 0.1 cc. of the 1: 5,000 dilution was being given every seven 
days. This dose will be increased gradually up to the 1:50 dilution if tolerated, 
| perennial therapy every seven to fourteen days will be advised possibly for two 
To conserve time and expense, self administration of the antigen 


more years. 
inder my supervision will be justifiable. 

When the patient. was first seen in April 1937, because of the possibility of 
food allergy as an associated cause of the dermatitis, my cereal-free elimination 
liet was prescribed. With improvement, important foods gradually were added, 
nd by August a general diet was ordered. This general diet with a moderate 
duction in milk, eggs and wheat was continued until April 1944, one and one halt 
Then, because of delay in the 


r¢ 
months after the resumption of pollen therapy. 
disappearance of the dermatitis and because of the initial use of the cereal-free 
diet in 1937, this diet again was prescribed with evidence of benefit in the ensuing 
two months. Since then, food allergy, in a secondary role to pollen allergy, has 
heen demonstrated on several occasions by an obvious increase in the dermatitis 
vith the addition of milk or eggs to the diet. As in 1937, this food allergy may 
hecome gradually suppressed by the continued pollen therapy, so that moderate 
mounts of milk and eggs can be eaten again without resultant dermatitis 


July 1943. In July 1940) she 


Case 3.—Mrs. C. C., aged 32, was seen first 11 
1 had an itching, vesicular, oozing, and later a crusting eruption on the palm 
each hand, on the sides of most of the fingers and, to a moderate degree, on 
e dorsum of the right hand and the dorsa of the fingers. Soon the same areas 
the left hand were affected. The dermatitis disappeared in mid-September. It 


eappeared in March and lasted until late October, being exaggerated from 
late June until September. The dermatitis reappeared in late February of 1942, 
continuing until early November with an occasional eruption on the right hand 
during the winter months, especially after the washing of dishes or clothes. In 
1943 the same dermatitis on the hands and fingers and especially on the palms 
reappeared in early March and persisted with increasing severity until I saw her in 
luly. For the first time, during the three weeks preceding this first visit, she 
ad had a scaling, erythematous eruption around the mouth, on the sides of the 
se and on the jaw. 
She gave no history of seasonal or perennial nasal allergy, bronchial allergy, 
vastrointestinal symptoms or any other indications of possible clinical allergy. Her 
ietary, drug and environmental histories were negative from the allergic viewpoint 
ne sister had had eczema of the hands, arms and forearms for about twelve years 


One child had popliteal eczema in infancy. 
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She had lived in Sacramento until November 1942 and for the last eight 
months in Oakland. 

Her physical examination revealed nothing abnormal except the dermatitis 
of the hands, especially of the palms, and the lesser dermatitis of the face as 
noted in the history. Her blood pressure was 100 systolic and 70 diastolic. 

Analyses of blood and urine gave normal results. 

Testing of the skin with all important animal emanations, miscellaneous 
inhalants, stock house dust allergens and all important pollens of trees, grasses, 
weeds and cultivated flowers by the scratch method elicited negative reactions 
Patch tests with the resins of the leaves of mugwort, coastal sage, Western rag- 
weed, cocklebur, helenium, marigold and camomile elicited negative reactions after 
forty-eight hours. 

Treatment and Progress.—Because of the occurrence of this dermatitis during 
the spring, summer and fall months, atopic allergy arising from blood-borne 
allergens from inhaled pollens was assumed in spite of the negative skin reactions. 
Therefore, an antigen which contained thirty-eight of the important pollens of 
trees, grasses, weeds and cultivated flowers present in the air of the com- 
munity in which she resided was prepared. An initial dose of 0.1 cc. of a 
1: 5,000,000 dilution was administered three times a week during the first thre« 
months. For the first week compresses were applied to the hands for an hour, three 
or four times a day, with a 1: 40 dilution of solution of aluminum acetate. Since 
then compresses have not been necessary. The dermatitis disappeared from the face 
in two weeks, and the eruption was practically absent from the hands in one 
month. In September a moderate eruption reappeared on the dorsa and palms 
of the hands. In October an occasional small vesicle with slight scaling occurred 
on the palms and the sides of the fingers. During November the eruption was 
practically absent except for a moderate amount on the sides of the fingers and 
on the palms. This slight eruption was due to the discontinuance of the antigen 
for about ten days, or possibly to the handling of a Christmas tree. In February 
1944 no dermatitis was present except a moderate cracking and scaling eruption 
1 by 2 inches (2.5 cm. by 5 cm.) on the right palm and 1 by 1 inch (2.5 cm. by 
2.5 cm.) on the left palm. 

Gradually, during the winter months, the dose of the antigen had beer increased 
to 0.1 cc. of the 1: 500 dilution. Because of the slight persisting dermatitis on the 
palms in early March, a decided reduction, to 0.1 cc. of the 1: 5,000,000 dilution 
every two or three days, was ordered, and one month later the dose was reduced 
to 0.1 cc. of the 1: 50,000,000 dilution. Thereafter the degree and area of palmar 
involvement decreased, so that in August the patient stated that there was “easily 
00 per cent less dermatitis than one year previously.” In that month she worked 
for two weeks in the garden, her hands being covered with gloves, without any 
increase in the eruption in her palms. During the next six months the dermatitis 
practically disappeared, though a slight increase occurred when the dose was 
increased to 0.5 cc. of the 1: 50,000,000 dilution. It again decreased to an absolute 
minimum with the continued administration of 0.3 cc. 

The patient has discovered that a moderate eruption occurs on the palms 
when she handles squash recently picked from the vine, though she can handle 
squash without any eruption twenty-four hours after it has been picked. Moderate 
exaggeration of the dermatitis, moreover, occurred when, after painting furniture, 
she removed paint from the skin of her hands with turpentine. 


Case 4.—Mr. F. O., 25 years of age, first seen in March 1941, had experienced, 
in September three years previously, an itching, papulovesicular eruption with 
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jater oozing and crusting on the dorsum of the right index finger. This eruption 
lecreased through the winter and disappeared in March. The eczema reappeared 
in the following September on the dorsum of the right hand, on the sides of 
three of its fingers and on the ventral surface of the right wrist. It again dis- 
appeared one month later, soon after the patient left the Sacramento Valley for 
New York. Again it was absent until July or August of 1940. Then the eruption 
reappeared on the dorsum of the right hand, steadily increasing to a maximum 
in December and January when the dorsa of both hands and the dorsa and sides 
of all fingers became involved, with pitting of all the finger nails. 

The patient gave no history of any previous eruption except for slight attacks 
of poison oak up to ten years ago. He also had suffered from moderate hay 
fever in the spring months. 

His dietary history indicated no food dislikes or disagreements. 

He had always lived in Sutter County in the Sacramento River Valley oi 
California and had observed a rapid improvement in his dermatitis on visiting 
near the ocean. The eruption first developed three years ago when he moved from 
town to his prune and peach ranch. He gave no familial history of allergy. 

His physical examination indicated nothing abnormal except for a rough 
cracking, scaling type of eruption on the dorsa of both hands and of all fingers, 
on all surfaces of both wrists with scattered patches on the forearms and a few 
on the arms. The nail of the right index finger was thickened, and pitting was 


present in the periphery of the other nails. The rest of the skin was free of ‘ 


eruption except for maceration between the third and fourth right toes. Analyses 
of his urine and blood gave normal results, with 3 per cent of eosinophils. 

Cutaneous tests by the scratch method with all important food allergens elicited 
negative reactions. Reactions of 2 to 4 plus were obtained to many grass pollens, 
to amaranthus, atriplex, white goose foot, pickleweed, sugar beet, Russian thistle, 
Western ragweed, oak, eucalyptus, chrysanthemum, coreopsis, cosmos, alfalfa and 
especially to olive pollens. Reactions of 1 or 2 plus occurred to goose and duck 
feathers, dog hair, orris root, cottonseed and glue. Intradermal testing with 
1: 1,000 dilutions gave reactions of 1 and 2 plus to many other pollens, animal 
emanations, miscellaneous inhalants and house dust allergens. Skin tests with 
twelve feed and grain allergens were negative. Patch tests with the resins of 
twenty grasses, weeds and shrubs were negative except for a 2 plus reaction to 
camomile. 

Atopic pollen allergy was indicated by the onset of the dermatitis in the 
summer and fall months for three years, by the improvement on coming to the 
ocean area, and by the many skin reactions to pollens of all types. Therefore 
an antigen containing all the important pollens of trees, grass, weeds and flowers 
was prepared. Treatment was started with 0.1 cc. of the 1: 5,000,000 dilution. 
Injections were given every two days, repeating and gradually increasing subsequent 
doses. Compresses of a 1: 40 dilution of solution of aluminum acetate were applied. 
rhere was gradual improvement in the first three weeks. Then a decided exacerba- 
tion occurred, apparently after the injection of 0.3 cc. of the 1: 500,000 dilution of the 
antigen. The patient was hospitalized for five days in an air-conditioned pollen- 
iree room, compresses were applied and injections stopped. Thereafter injections 
were continued with 0.1 cc. of the 1: 5,000,000 dilution, with a subsequent increase 
to 0.3 cc., two times a week until September. Thereafter until December injections 
were given every five to seven days, after which pollen therapy was discontinued. 
No eruption has occurred since then except for a slight amount in the fall of the 
next year, when pollen injections were resumed for one month, and for a moderate 
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eruption one and a half years later in March and April; because of the latte: 


eruption pollen treatment again was given, with complete control in a few weeks 
Since eczema due to food allergy may occur or may be exaggerated only fron 
September to May,* and especially in the winter months, it was necessary 
consider food allergy as a major or complicating cause of the persistent hand 
eczema which occurred in the winter months of 1940-1941 in this patient. My cereal 
free elimination diet therefore was prescribed. Because of rapid improvement, the 
patient was given a general diet at the end of six weeks. During the last four 
years the dermatitis has been controlled with pollen therapy without the elimina- 


tion of any food. 


Case 5.—Mr. L. S., aged 55, had had a scaling, cracking, itching nonoozing 
dermatitis with intermittent vesiculation and crusting on the ends and palmar 
surfaces of the fingers of the right hand, and moderately of the left hand, and 
on the fifth right knuckle and the right lateral thenar area for the last five years, 
starting during early August and lasting until December, being definitely 
exaggerated in September. In addition, patches of similar dermatitis had occurred 
on the anterior portion of the legs, the popliteal areas and the outside of the 
ankles. Pruritus ani and itching and oozing in the auditory canals had developed 
ior the first time that fall. 

Hay fever had occurred during the first thirty-five years of the patient's Int 
in the San Joaquin Valley from early May until mid-July and to a lesser degree 


‘in the San Francisco Bay area since then. There was slight asthma also with 


the hay fever at the age of 30 

His dietary, drug and environmental histories were negative from the allergic 
viewpoint. His father suffered with seasonal hay fever. 

Physical examination revealed no abnormalities except for the dermatitis men- 
tioned before and a reddened edematous nasal mucosa. Blood, urine and comple- 
ment fixation blood tests indicated no abnormalities. 

Testing of the skin revealed positive reactions to all the grass pollens, to most 
t the tree pollens and to pollens of several of the summer and fall weeds and 
‘ultivated flowers with which tests were done. 


Treatment and Progress——Treatment was started on Aug. 20, “1943, with 
C.1 cc. of a 1: 50,000,000 dilution of a multiple pollen antigen containing forty 
of the pollens of spring, summer and fall in his community. The doses wert 
gradually increased, and each dose was repeated two or three times. On Novem- 
ber 12 the 1: 5,000,000 dilution was started. Dermatitis of the hands had cleared 
in late December. By Feb. 1, 1944, the 1: 500 dilution was administered, and by 
March 1 the 1:50 dilution was started. During May and July the dose was 
increased to 0.6 cc. of the 1:50 dilution every five days. Through the rest of 
1944, 0.2 cc. of the 1:50 dilution was administered every five days by the patient. 
With this treatment there has been no return of the dermatitis on the hands or 
on the legs, or of the pruritus ani. 


Case 6.—Mrs. E. T., aged 37, was first seen in November 1943, when she 
had an oozing, vesicular dermatitis on the backs of the hands and fingers, and 
especially on the sides of the fingers, and moderately on the backs of the wrists. 
There was a moderate-sized area of dermatitis on the inside of the right ankle. 
For the last ten years this dermatitis had returned each April or May “like the 
plants,” being especially severe from July until late October, then reducing t 
a minimum in the winter months. The eruption was always moderately exagger- 


ated for several days before each period. 


| 
i 
j 
i 
| | 
i | 
i | 
| 
| 
| 
| 
| - 
| 


ROWE—DERMATITIS FROM iLLERG) TO POLLEN 445 


There was no history of previous dermatoses, hay fever or bronchial allergy. 
sick headaches had recurred every month for about ten years, but there had been 
practically none during the last two years. 

Her dietary, drug and environmental histories gave no information of help 
with respect to allergy. Her familial history was negative tor allergy. 

Analyses of the blood and urine revealed no abnormality. Cutaneous reactions 
to all important animal emanations, miscellaneous allergens, dust and pollens were 
negative. 

Treatment and Progress—Hyposensitization was started with a multiple 
antigen which contained all the important pollens of spring, summer and_ fall 
from the community in which the patient resided. The initial dose was 0.1 c¢ 
t the 1: 50,000,000 dilution. With self administration of the antigen, the dose 
was gradually increased to 0.7 cc. by March 1, the injections being given every 
two days. Decided decrease in the dermatitis occurred during the winter months 
With the continued administration of the pollen antigen there was no exagge! 
ation of the dermatitis during the late spring or the summer and fall months, 
though a slight dryness and thickness of the skin of the right hand and a slight 
dermatitis on the inner side of the right ankle persisted. In September the patient 
vent to Albuquerque, N. Mex., by automobile. On her return to the San 
Francisco Bay area a decided increase in the dermatitis of the right ankle and 
dermatitis of the left leg developed. This gradually subsided in the month afte: 
her return with local application of solution of aluminum acetate diluted 1:50, and 
with continued pollen therapy. During the last five months 0.3 cc. of the 
1: 50,000,000 solution of her pollen antigen has been self administered every three 
days. Dermatitis of the hand has been practically absent. 


COMMENTS 


Though this report is devoted to dermatitis of the hands as the sole 
or major manifestation of atopic pollen dermatitis, it must be remem- 
bered that this type of dermatitis usually involves other areas of the 
skin, especially the face, neck, shoulders and the upper and lower 
extremities, as well as the hands. This was illustrated in the tabulation 
of areas involved in 30 cases in which pollen allergy, along with other 
inhalant and food allergies, was a major cause, as published by me in 
1937.1 In the last eight years many additional cases of atopic dermatitis 
atfecting multiple areas and due to pollen, and less often to other 
inhalant allergies, have been studied. As reported in 1937, hyposen- 
sitization with pollen antigens, as recommended in this article, and when 
indicated with hyposensitization to other inhalants and elimination of 
allergenic foods, usually has produced excellent or good results.’ 

Thus, atopic dermatitis of the hands as a sole or major manifestation 
of pollen allergy is rare compared with dermatitis atfecting the other 
9. As reported in 1937,! food allergy alone or complicated in some cases with 
inhalant, or rarely with infectant, allergies is a common cause of atopic derma- 
titis, not only in infancy but also throughout life, even in old age. The face and 
neck and flexures and other surfaces of the extremities especially are involved 
by such food allergy—the hands often being the site of its major or sole activity, 


is pointed out previously in this paper. 
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areas noted and much less common than atopic dermatitis of the 
hands due to food allergy.2, This accounts for the comparatively few 
cases of eczema of the hands due to pollen allergy encountered by me. 

Following is an analysis, with comment, of the histories, testing and 
treatment in 6 cases of atopic pollen dermatitis of the hands summarized 
in the foregoing pages. 

The seasonally recurring or exaggerated dermatitis had been con- 
fined to the dorsa of the hands and the dorsa and sides of the fingers 
for fifteen years, with additional involvement of the face, neck, forearms, 
groins, legs and ankles for the past two years in case 1; to the palms 
alone for eighteen years with involvement on the neck, forearms and 
arms for the last two months in case 2; to the palms, mainly, and to the 
sides and dorsa of the fingers and, moderately, to the dorsa of the hands 
for three years, with facial involvement for the last three weeks, in 
case 3; to the dorsum of the right hand and several of its fingers for 
three years and to the dorsum of the left hand for several months, with 
no other skin involvement, in case 4; to the ends and palmar surfaces 
of all the finger tips with a few patches on the dorsum of the right hand 
associated with moderate dermatitis on the popliteal areas, shins and 
outer side of the ankles—all for five years in the fall months—in case 5; 
finally, to the dorsa of the hands and wrists with a moderate eruption 
on the inner side of the right ankle for ten vears in case 6. 

Thus, the dermatitis of the hands in these 6 cases had existed for 
from three to eighteen vears with an average duration of 9.3 years. The 
dorsa of the hands and the dorsa and sides of the fingers were more 
often involved than were the palms. The dermatitis was entirely con- 
fined to the hands, especially the right one, in case 4, and to the hands 
alone for fifteen, eighteen and three years before other areas were 
involved in cases 1, 2 and 3 respectively. Moderate dermatitis on the 
legs in case 4, and on the ankles in case 6, was continually associated 
with the major dermatitis of the hands. 

Hay fever in the spring or summer months had occurred in cases 4 
and 5. Possible nasal allergy during two winters had been present in 
case 2, and recurrent sick headaches had occurred for ten years in case 6. 
No history of possible allergy other than dermatitis was present in cases 
1 and 3. Thus, the dermatitis discussed in this article may be the only 
evidence of pollen allergy, and manifestations of other allergies may or 
may not be present. 

The familial history revealed bronchial allergy in the sister, brother 
and son in case 1, eczema in the sister and 1 child in case 3, and nasal 
allergy in the father in case 4. The familial histories were negative for 
allergy in the other 3 cases. 

There was concomitant contact allergy in 2 of the 6 cases. Itching 
from contact with certain fresh fruits and vegetables, especially tomato, 
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«curred in case 1. Also, in case 1, the patch test elicited reactions of 
’ plus to resins of mugwort, franseria, povertyweed and camomile. 
(he significance of these reactions to the patch test is discussed later. 
\ rash also occurred on the palms from freshly picked squash in case 3. 
(he irritation of the palms from turpentine used to remove paint from 
the hands was due to irritant action rather than to allergy, in my 
opinion. Patch tests with resins of weeds in cases 2, 3 and 4 elicited 
negative reactions, except to camomile in case 4, which received no 
consideration in therapy. 

Food allergy was an associated secondary factor only in case 2. 
During the first few months of pollen therapy, my cereal-free elimina- 
tion diet was prescribed with apparent help, and this diet again became 
necessary during the fall and winter of 1944 because of the continued 
moderate dermatitis during those seasons. In case 4 the elimination diet 
was used for a brief time, but it soon was discontinued. The existence 
of recurrent sick headaches in case 6 suggested food allergy as a cause, 
but it was unnecessary to use trial diet in addition to pollen therapy for 
the control of the dermatitis of the hands. Negative dietary histories 
and skin reactions to foods were present in all 6 cases. Both, but 
especially the negative reactions, often occur in chronic food allergy and 
emphasize the necessity of trial diet for its study. 

Cutaneous tests by the scratch method with all important pollens of 
trees, grasses, weeds and cultivated flowers elicited negative reac- 
tions in cases 1, 2, 3 and 6. Negative reactions to allergenic pollens 
are commonly reported, even in hay fever and asthma due to pollen 
allergy, because of which the ocular test has been devised. Positive 
reactions were obtained to most of these pollens and to several animal 
emanations and miscellaneous inhalants in case 4, and in case 5 to most 
of the pollens mentioned earlier. Since all 6 cases were primarily or 
entirely due to allergy to inhaled pollens, the value of the history of 
seasonal exaggeration or occurrence of the dermatitis as an indication 
of pollen allergy in the absence of positive skin reactions is obvious. 
Scratch tests also have elicited negative reactions to pollens in many 
patients with atopic pollen dermatitis involving additional skin areas. 
As already discussed, intradermal tests with pollen allergens are not 
routine when reactions to scratch tests are negative in these patients; 
this is because of the possible severe exaggeration of the eruption by 
the injection of the pollen allergens. 

Hyposensitization, as previously discussed, has been accomplished 
in all 6 cases with multiple antigens containing all the important pollens 
which were present in the patient’s environmental air during those 
months when the dermatitis was present. All such pollens were included 
in the antigens, even though skin reactions to them were negative. In 
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each case a 1: 50,000,000 or a 1: 5,000,000 dilution was first give: 

liad infants or young children been treated, weaker dilutions would 
have been used. In case 1, the doses were gradually increased during 
the winter months to 0.6 cc. of the 1: 50,000 dilution. In the spring, 
summer and fall months 0.4 cc. was tolerated, and, since then, 0.1 cc 
of the 1:5,000 dilution given every five to seven days for one year has 
prevented a recurrence of the dermatitis. In case 2 a dose of 0.6 cc. | 

a 1:50 dilution finally was reached in the late fall months. This dos: 
was repeated every one to two weeks for five vears with excellent results 
except for moderate dermatitis on the palms in March or April thre 
or four years ago. Treatment was discontinued for two years with no 
return of the dermatitis. However, palmar dermatitis returned in 
February 1944, requiring a resumption of pollen therapy, with = th 
gradual production of satisfactory results. In case 3 the dose was gradu 

ally increased to the 1: 500 dilution in the late winter. Then a moderat 
return of the dermatitis occurred in the early spring, because of whic! 
the 1: 50,000,000 dilution again was given. It was then deter 
nuned that 0.3 ce. of this dilution given every three to five days con 
trolled the dermatitis, whereas 0.5 cc. caused a moderate exacerbation 
In case 4, the 1: 500,000 dilution caused a return of the dermatitis. 
which was well controlled by 0.3 cc. of the 1: 5,000,000 dilution given 
every five to seven days. In case 5 the dermatitis gradually came under 
control with increasing doses of the antigen and with a final dose oi 
0.6 cc. of the 1:50 dilution administered every five days until August. 
Then, during the fall season, 0.2 cc. was given with complete contro! 
of the dermatitis. In case 6 good results were obtained and main 
tained with 0.3 cc. of the 1: 50,000,000 dilution. Thus the use of the 
initial weak dilutions of multiple pollen antigens and the eventual con 
trol and maintenance of hyposensitization with dilutions varying from 
1: 50,000,000 to 1:50, according to the patient’s tolerance, are illus 

trated by the results of the pollen therapy in these 6 cases. 

’ Perennial hyposensitization has been given in cases 1, 3, 5 and 6 tor 
one to two and a half years. After continued control for two to four 
years treatment will be stopped to determine whether lasting protection 
has been established. The absence of dermatitis for two years after 
perennial treatment for five years in case 2 illustrates established hypo- 
sensitization, but of limited duration. In contrast, comparatively little 
therapy has been necessary to produce the excellent results in case 4 
Thus, the duration of treatment must vary with the individual respons¢ 
in each case to the pollen therapy. As in nasal and bronchial allergy due 
to pollen, some patients may require therapy more or less constantl) 
for many years. The administration of pollen by the patient facilitates 
such continued therapy and is justified, especially when repeated doses 


of weak dilutions are used. 
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Because of the positive patch reactions to the resins of vegetations in 

e residence area in case 1, a dilute preparation of these resins was 
siven by mouth during the first few months of hyposensitization with a 
wultiple pollen antigen according to Shelmire’s advice. In the last two 
ears, however, pollen therapy alone has maintained excellent control. 


Similar results with pollen therapy were reported by me in 1937.) 


SUM MARY 


1. Dermatitis of the hands as a major or sole manifestation of inha 
ant pollen allergy is reported for the first time. Twenty-two cases 
have been encountered. Six case records are summarized. 

2. Dermatitis on the face, neck and extremities and less often on the 


torso also may develop, usually after the major’ dermatitis of the hands 


has recurred for several years. 

3. Dermatitis of the hands, secondary in importance to the derma- 
titis of any or all of the aforementioned areas, due to atopic pollen 
allergy, is more common than is its major localization on the hands as 
reported in this article. 

4+. Recognition of food and of other inhalant and infectant allergy, 
at times secondary to the major pollen allergy, is necessary. 

5. The importance of a history of recurrence or exaggeration of 
dermatitis of the hands during the pollen season and the frequency of 
negative cutaneous reactions, especially by the scratch tests to the 
causative pollens, are necessary to remember in diagnosing these cases. 

6. There may or may not be a personal history of other allergic 
manifestations, or a positive familial history, 

7. Hyposensitization with multiple antigens containing all important 
pollens in the air in the patient’s environment during the months that 
the dermatitis exists is advised. 

&. The initial injection of weak dilutions of these multiple pollen 
antigens and the varying maximum doses necessary for the establish- 
ment and maintenance of hyposensitization are discussed. Frequently 
repeated small doses of weak dilutions varying from 1 : 5,000,000,000 to 
1: 50,000 are required for good results. 
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TREATMENT OF TINEA CAPITIS WITH SPECIAL IODINE 
AND DILUTE ACETIC ACID 


Preliminary Report of Results 


ALBERT STRICKLER, M.D. 


Medical Director, Hersch-Razel Research Foundation, and Medical Director, 
The Skin and Cancer Hospital of Philadelphia 


PHILADELPHIA 


HE object of this paper is to lay before the members of the medical 
profession a new form of iodine medication tor topical application 
which it is hoped will prove effective in the treatment of tinea capitis. 
Numerous topical applications have from time to time been proposed 
ior the treatment of tinea capitis, but all have fallen short of expecta- 
tions. A treatment which for a while seemed to show promise was 
that proposed by Kingery,’ who recommended applications three times 
daily of a solution of gutta percha in chloroform, containing 0.5 per 
cent thymol and 1 per cent oil of cinnamon. The hair was to be 
clipped prior to the treatment, and the application was to be discontinued 
on appearance of reaction. In the past as well as at present many 
topical combinations have utilized iodine in some form in the treatment 
of ringworm, as this remedial agent has been shown to be definitely 
fungistatic and to a degree fungicidal for the ringworm fungus.: 
Schamberg, Brown and Harkins? have demonstrated that iodine in 
a 1:85 dilution killed Epidermophyton inguinale after exposure for 
only fifteen minutes. Emmons,’ in a comparison of various- fungicidal 
agents with phenol, found iodine highly effective and assigned to iodine 
a phenol coefficient of 3,000 against Trichophyton gypseum and Monilia 

albicans. 

PRINCIPLE OF THE METHOD 


The presence of numerous cases of tinea capitis has prompted the 
reconsideration of the topical treatment of this disease. Because oi 


From “he Hersch-Razel Research Foundation and the Ringworm Clinic of 
the Skin and Cancer Hospital of Philadelphia. 

1. Kingery, L. B.: Thymol and Cinnamon Oil in the Treatment of Ringworm 
of the Scalp, Arch. Dermat. & Syph. 20:797 (Dec.) 1929. Loomis, E. C.: Ring- 
worm of the Scalp: Treatment with Thymol and Oil of Cinnamon, ibid. 26:495 
(Sept.) 1932. 

2. Schamberg, J. F.; Brown, H., and Harkins, M. J.: Chemotherapy of 
Ringworm Infection: Preliminary Report, Arch. Dermat. & Syph. 24:1033 (Dec 
1931. 

3. Emmons, C. W.: Fungicidal Action of Some Common ene on 
Two Dermatophytes, Arch. Dermat. & Syph. 28:15 (July) 1933 
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e recognition of iodine as a most efficient fungistatic agent, an effort 
was made to intensify activity through photosynthesis, whereby, it was 
believed, the iodine molecule could be made a more active molecule (an 
activated molecule). At the onset of this discussion it is important to bear 
in mind that the fundamental reaction in photosynthesis is a photochemi- 
cal one and that for its consummation a number of factors are required: 

Source of Energy—The quartz mercury vapor are lamp was used, 
with most of its energy in the 2,600 to 2,900 angstrom unit level. 

Oxygen and Iron.—One of the outstanding characteristics of photo- 
dynamic processes is that they occur only in the presence of oxygen. 
Iron must also be present. To meet these requirements red blood 
cells were used, for the function of the red blood cells involves their 
physiologic oxygen-carrying capacity, and the hemoglobin of the red blood 
cells, made up of the protein, globin and an iron-containing compound 
known as heme, supplied the needed iron.* It has been shown that 
approximately 1 Gm. of hemoglobin will combine with 1.36 cc. of 
oxygen.° Furthermore, it has been proved that the oxygen uptake 
during photodynamic action is the same for both intact and hemolyzed 
red blood cells. The supply of oxygen was further enhanced through 
the use of magnesium dioxide, while sight was not lost of the fact 
that ultraviolet radiation produces a certain amount of ozone, a form 
of oxygen. 

Catalyst and Photosensitizer—Chlorophyll was used both for its 
property as an organic catalyst® and for its photosensitizing power. 
Chlorophyll through its function as a catalyst can and does accelerate 
chemical reaction. The catalyst in this role remains unaltered, and 
it does not per se influence the composition of the substance or com- 
bination formed. Chlorophyll in its role as a photosensitizer promotes 
oxidation by oxygen. 

Certain molecules widely different in chemical composition possess 
the nonspecific ability to photosensitize chemical reaction. This consists 
principally in the ability of the molecule to hold its quantum of absorbed 
energy of activation more or less intact, thus becoming an activated 
molecule. The molecule to which the energy of activation is transferred 
may participate in chemical reactions the nature of which is determined 
by the chemical property of the molecule. At certain times the sensi- 
tizer molecule may enter into collision with an appropriate molecule 

f another kind and the energy of activation transferred to the other 


4. Harrow, B.: Textbook of Biochemistry, ed. 2, Philadelphia, W. B. Saun 
ers Company, 1940, 
5. Blum, H. F.: Photodynamic Action and Diseases Caused by Light, New 


rk, Reinhold Publishing Corporation, 1941. 
6. Arnow, L. E., and Reitz, H. C.: Introduction to Organic and Biological 


emistry, St. Louis, C. V. Mosby Company, 1943. 
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molecule and this becomes disclosed in the photosensitizer molecule 
through its ability to fluoresce. It is my belief that the iodine molecule 
photosensitized can become an activated molecule and probably capable 
of more intensive action and effect. 


THE MEDICAMENT 


The medicament employed in this study is a mixture consisting of 
iodine crystals, red blood cells, chlorophyll and magnesium dioxide. 
The final product is reddish black and contains 15 per cent iodine and 
0.8 per cent inorganic material. It is used in the proportion of 2 Gm 
of the iodine to 32 Gm. of benzoinated lard. At present, trial is 
being made of the iodine mixture of the same strength incorporated 
in an oil. It is believed that such would prove more efficient becaus 
of the fact that the iodine to a degree dissolves in the oil and the rest 
of that iodine, although remaining as a suspension, insures a more even 
distribution of the medicinal substance. It would also appear that 
the longer the iodine remained in the oil the greater would be the 
amount that would go into solution. 


METHOD OF TREATMENT 


The treatment followed in this study consisted in clipping the hair 
of the scalp and keeping it short. The topical applications consisted 
in the use of acetic acid and the iodine combination. First, the acetic 
acid was rubbed into the scalp with a toothbrush for two minutes, 
special attention being paid to the infected areas. This was followed 
by keeping an electric bulb of 150 to 200 watt strength sufficientl, 
close to the scalp to impart a distinct sensation of heat. Then the 
iodine ointment or oil was rubbed into the scalp with a toothbrush or 
hand for two minutes, and the electric bulb was used again for six 
minutes. 

‘The acetic acid was used for the purpose of reducing the activity 
of the ringworm fungus, for it has been shown that this fungus will 
not thrive in an acid medium. Three per cent acetic acid was chosen, 
since this strength of the acid was believed to be efficient and proved 
to be nonirritating. The use of the electric bulb following application 
of the iodine was for the purpose of possibly inducing some vaporization 
of the iodine, for substances in a vapor form are rather readily absorbed. 

The criteria used for the determination of a cure consisted of direct 
examinations of the suspected hair and observation of the scalp hair 
with filtered ultraviolet rays. Both of these methods were used in 
this series; however, in the first 7 cases only the direct examinations 


were made. Three consecutive negative observations by both methods 
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vere considered to indicate a cure, and the observations were made at 
ur to five day intervals. It was found that there was a close agreement 
the results by the two methods; however, it was observed that at 
times scales lying rather loose and close to the hair could not always 
he detected by the filtered ultraviolet rays, and direct examination at 
tumes showed such scales to contain the tungus and cultivation of such 
scales on Sabouraud’s medium showed a growth in some instances. 
It is my opinion that both methods of examination should be used 
whenever possible, to determine the cure of tinea capitis 
The subjects consisted of 60 children with ringworm of the scalp. 
In each case the infected hairs were subjected to direct examination 
ind were also cultured on Sabouraud’s medium. Of the 27 patients 
cured, 26 had infections with Microsporon audouini and 1 with T. 
gypseum. The patients were mainly boys and varied in age from 4 to 
11 years. The average time required for a cure was four months. Some 
of the patients of this series are still under treatment. 


COMMEN1 
\ new combination of iodine is here proposed as a topical application 
tur tinea capitis. This application is used with acetic acid. The latter 
is for the purpose of influencing unfavorably the growth of the ringworm 
fungus. Three per cent was selected because it was regarded as efficient 
and nonirritating. It is believed that the iodine in the combination 
described is in such a form that the iodine molecule becomes activated 
through photodynamic action and that its activity as a fungicidal agent 
is enhanced. In this series of 60 patients with tinea capitis 27, or 45 per 
cent, were cured, and such cures were determined by negative observa 
tions both by three successive direct examinations and by three inspec- 
tions of the scalp hair with filtered ultraviolet rays. 


SUMMARY AND CONCLUSIONS 


A new topical application for tinea capitis is here proposed. In 
my hands it has cured 27 (45 per cent) of a series of 60 patients 
with ringworm of the scalp on whom this method of treatment was 
tested. In view of the almost epidemic proportions of tinea capitis 
at present, this local treatment appears to me worthy of trial, particularly 
since added experience has raised the proportions of cures to almost 


/\) per cent. 

Dr. Lawrence Smith supplied the chlorophyll solution used in this study, and 
‘iss Esther Liesner, technician at the Skin and Cancer hospital, made all the 
irect examinations. 

rhe iodine preparation used for this work was donated by the Hersch-Razel 
‘esearch Foundation. 
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TREATMENT OF TINEA CAPITIS WITH ROENTGEN RAYS 


GEORGE M. MacKEE, M.D. 


ARTHUR MUTSCHELLER, Ph.D. 
AND 


ANTHONY C. CIPOLLARO, M.D. 
NEW YORK 


HI. present epidemic of tinea capitis in New York city has offered 

opportunities to study the various methods of treating this disease 
and, in particular, the different procedures for epilating the scalp witl 
roentgen rays. At the time of writing, we understand that the epidemic 
is nationwide. Our authority for this statement is from personal com 
munications with dermatologists in different sections of the country. No 
one knows the exact number of cases of ringworm of the scalp in New 
York city, but estimates run in the neighborhood of 5,000. A vast amount 
of clinical material is essential to corroborate physical measurements and 
mathematical calculations. American dermatologists have been using 
for many years the Adamson-Kienboeck five point method for epilating 
the scalp, with uniform success. In various dermatologic centers, notably 
in Europe and Australia, experts advocate technics utilizing three, four, 
five and even seven focal points. The four point method of epilation of 
the scalp is the one preferred by Molesworth and Riddle * and by Schreus 
and Proppe.* 

Molesworth and Riddle performed experiments to discover the cor 
rect focus-skin distances for the irradiation of heads of different sizes 
Their mathematical calculations, based on the law of inverse squares, 
show that the use of any focus-skin distance greater than 8.5 cm. will 
cause an overdose in the region of the overlap. They stated that only 
infinite distance will provide complete overlapping. -\damson * recom 


This research was made possible by a grant from the Lillia Babbitt Hyde 
Foundation. 

Read at the Sixty-Seventh Annual Meeting of the American Dermatological 
Association, Inc., Chicago, June 21, 1944. 

From the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital, Columbia University. 

1. Molesworth, E. H., and Riddle, A. R.: The Effect of the Angle of Incidence 
upon the Dose of X-Rays Absorbed by the Skin, Brit. J. Dermat. 47:152 
(April) 1935. 

2. Schreus, H. T., and Proppe, A.: X-Ray Epilation of the Scalp, Brit 
J. Dermat. 48:113 (March) 1936. 


(Footnotes continued on next page) 
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mended a distance of 16.5 cm. and MackKee * a distance of 20cm. These 
distances are a little more than half the correct distance (31.7 cm.) as 
inathematically calculated by Bailey * for a hemisphere with a circum- 
ference of 48 em. 

When the scalp is irradiated for tinea capitis with the five point 
method of Adamson-Nienboeck, the areas between the centers of irradia- 
tion receive amounts of roentgen rays far in excess of those applied to 
he actual centers, according to Molesworth and Riddle. The increased 
lose in the overlapped areas is dependent on the focus-skin distance. 
Shanks © observed that in cases in which the hair failed to grow after 

entgen ray epilation the centers of irradiation always escaped (chart 

1). Permanent depilation was noted only in the parietal areas 
\lolesworth and Riddle advocated the four point system of irradiating 
he scalp so that the disparity of distribution of dosage could be reduced 
and the margin of safetv made wide enough to permit the performance of 


roentgen ray epilation with almost complete safety in all cases. It has 


Chart 1.—A, overlapping from three focal points in the anterior and posterio1 
parietal areas when the Adamson-Kienboeck technic is employed. (From Schreus 
nd Proppe.*) B, focal points of irradiation when Epstein’s technic is employed. The 


five points are along the crown of the scalp. The vertex is not irradiated. The 


ccipital region is irradiated from both the right and the left side. (From Epstein.7) 


heen conclusively proved and the findings were corroborated that in the 
tive point method of scalp epilation a greater dose is applied to the areas 

f overlap than to the focal centers. It is therefore obvious that the 
inargin between the smallest dose that will cause epilation and the largest 


3. Adamson, H. G.: A Simplified Method of X-Ray Application for the 
Cure of Ringworm of the Scalp: Kienbéck’s Method, Lancet 1:1378 (May 15) 
1909 

4. MacKee, G. M.: X-Rays and Radium in the Treatment of Diseases of the 
Skin, ed. 3, Philadelphia, Lea & Febiger, 1938. 

5. Bailey, V. A., cited by Molesworth and Riddle.! 


. Shanks, S. C.: X-Ray of Ringworm of the Scalp: A Survey of 2,400 
Cases, Brit. J. Dermat. 43:477 (Oct.) 1931. 
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dose that will just fail to prevent regrowth must be much greater than 
had been thought. 

Molesworth and Riddle objected to the five point method and sug- 
gested a four point method of scalp epilation which eliminates the 
exposure of the vertex. A detailed description of the four point method 
is not given. 

According to calculations, the dose applied to the overlap region was 
almost twice that applied to the focal areas when the five point method 
of Adamson and Kienboeck for epilating the scalp is employed. We 
corroborated this finding by actual iontometric measurements. It is 
therefore difficult to understand why more patients with permanent epila- 
tion are not observed. This aroused great interest and discussion. 

In 1936 Epstein* corroborated the findings of Molesworth and 
Riddle in regard to the amount of radiation which the scalp can tolerate, 
and he cited an example in which a single area of the scalp had received 
540 r without ill effect. Their epilating dose was 300 r. This clinical 
observation verified the fact that almost twice the epilating dose may be 
applied to an area of the scalp without causing permanent alopecia. At 
the Universitatshautklinik, Breslau, Epstein did not employ the Adam- 
son-Kienboeck method. Instead he epilated the scalp by exposing the 
following five fields (chart 1 B). 

Field 1—scalp from above ; point of adjustment in the median line 
about 3 to 4 cm. behind the forehead hair line. 


Field 2—right temple; point of adjustment about 3 cm. above 

the upper rim of the ear. 
Field 3—left temple ; point of adjustment corresponding to field 2 
Field 4—right occiput ; point of adjustment about 3 cm: above the 
nape hair line; the ray of incidence goes through the 
vertical axis of the skull and forms, with a sagittal plane, 

an angle of 45 degrees. 

Field 5—left occiput ; point of adjustment corresponding to field 4. 
It can thus be seen that in Epstein’s method five irradiated areas 
are situated along the circumference of the scalp, and the only radiation 
reaching the whorl is by overlap. Measurements were made with the 
Hammer Dosimeter, and the number of roentgens for each exposure 
used for children up to 4 years of age amounted to 240; in older children 
a dose of 270 r was given. The apparatus used was a condenser in a 
Villard connection ; a Metallix tube in a shock-proof hood delivering 100 
kilovolts, 4 milliamperes, filtered through a glass cylinder equivalent to 
0.5 mm. of aluminum and with a focus-skin distance of 30 cm. The 


7. Epstein, S.: The Importance of Overlapping in Irradiation of the Scalp, 
3rit. J. Dermat. 48:1 (Jan.) 1936. 
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diameter of the field was 20 cm. and the intensity rate 35 r per minute. 
Measurements were made in the overlapped areas, and it was seen that 
even though 240 r was applied to each focal point the overlapped areas 
received a combined dose of nearly 500 r. 

There are several objections to Epstein’s method. The danger of 
overirradiation in the overlapped regions is accentuated. Different doses 
are applied to children of different ages, and different measurements are 
used for scalps of different sizes. This introduces two variables which 
may lead to error. Doses and measurements should be fixed. 

We fully agree with the statement of Schreus and Proppe that 
reentgen ray epilation of the head is one of the most difficult performances 
in roentgen ray therapy. ‘They have expressed themselves as definitely 
against the use of the five point Adamson-Kienboeck method of scalp 
epilation and as favoring four point method for the following reasons: 
1. The dose is uniformly distributed over the entire scalp. 2. The areas 
between the centers of irradiation are not overdosed. 3. The epilation 
produced by the five point method is not more uniform than that pro 
duced by the four point method, but with the five point method the 
possibility of subsequent damage is greater. 

In studying the exact technic advocated by Schreus and Proppe, one 
is confronted with the vagueness of the description of the technic. In 
fact, it has been impossible to find in any writings at our disposal an exact 
explanation of how to mark off the scalp prior to irradiation. Schreus 
and Proppe roughly indicated that one point is in the occipital area just 
helow the protuberance; the second point is somewhere in the region of 
the anterior fontanel, and the lateral points are somewhere in the parietal 
areas, just above the ears. These points vary with the size and shape of 
the head, and an experienced operator would have difficulty in carefully 
plotting out the scalp prior to irradiation. In addition to the inaccurate 
plotting of the scalp, a dose of 400 r is recommended for each focal point 
with 110 kilovolts and a filter of 0.5 mm. of aluminum. The roentgen 
measurements were made with the Mekapion Dosimeter. 

We have been working on this problem for over a year, and we have 
iound it difficult successfully to epilate the scalps of children according 
to the vague method of Schreus and Proppe. 

The early failures obtained with the four point method of irradiating 
the scalp stimulated us to investigate the causes of failure and to devise a 
simple four point method. Our four point method of irradiating the 
scalp evolves about a single point in the direct center of the scalp. A 
line is drawn from the anterior to the posterior hair line in the sagittal 
plane. The distance is divided in half and marked with a skin pencil. 
Perpendicular to this line at the center mark, another one is drawn 
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running from ear to ear. The point at which they cross is the exact 
center of the scalp. 

The patient is now placed on a table in the supine position and the 
head rotated 90 degrees to the right, exposing the left parietal area. T+ 
expose the right parietal area, the head is turned to the left. The frontal 
area 1s exposed by simple flexion of the head with the aid of pillows or 
sandbags, so that the chin rests comfortably on the chest. The occipital 
area is exposed by placing the patient.on the table in the prone position 
Pillows are placed under the chest, with the forehead resting on the 
table. 

In order to obtain the correct position, angle and distance of the 
tube in relation to the patient, two simple devices are essential. One is a 
measuring or centering rod which measures the focus-skin distance of 
25cm. This rod is attached at one end to a diaphragm which fits in the 
filter slot of the protective box. A mark is placed at the center of the 
measuring rod (12.5 cm. from the skin surface). The other device is a 
long tongue depressor. 

The tube, with the centering rod in position, 1s placed over the left 
parietal area in such a way that the pointer lines up with the line which 
runs from ear to ear. Now one end of the tongue depressor is pressed 
with the index finger against the central point of the scalp. The other 
end of the tongue depressor points toward the 12.5 cm. mark on th¢ 
measuring rod. The tube is now tilted so that the halfway mark on 
the pointer and the tongue depressor meet. This determines the exact 
angle at which the tube is to be tilted, the exact distance between the skin 
surface and the target, the exact area of the scalp to be irradiated and 
the distance from the central point. When the tube is set, the pointer 
must still be lined up with the parietal line and must point perpendicular 
to the scalp. The ear is bent over and held in place with adhesive tape. 
The ear and the remaining glabrous skin are protected with lead foil or 
lead rubber. A dose of 300 r measured in air with a Victoreen meter is 
administered. The kilovoltage may be from 60 to 100; no filter is used. 
and the focal skin distance, as previously mentioned, is 25 cm. The 
process is repeated for the right parietal area, then for the frontal and 
finally for the occipital area. The five accompanying diagrams simplify 
the foregoing verbal explanations. The technic is simple when actuals 
carried out (charts 2 and 3). 

Using this method, we treated over 75 patients with tinea capitis 
caused by Microsporon audouinit. In most patients the epilations 
were perfect. In a few instances in which the heads were large or 


disproportioned, some hair failed to come out from the preauricular 


regions, from the nape of the neck and from about 1 cm. of the anterior 


hair line. The results on the whole were satisfactory. Practically all 
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atients treated were cured in four to eight weeks aiter the epilating dose 
was applied. It should not be necessary to emphasize the importance of 
using an adhesive cap and to proceed with appropriate postepilation 


treatment to assure success. 


Chart 2.—A, position of the tube in relation to the scalp when the four point 
method of irradiation is employed. &, position of the head for irradiation of the 
left parietal area. Note correct angulation of the tube and the relationship of the 
centering rod to the tangent, which goes through the central point of the scalp 
Note the same features in C and in chart 3. (, position of the head for irradiation 
of the right parietal area. 


Chart 3.—A, position of the head for irradiation of the frontal area. B, posi- 
n of the head for irradiation of the occipital area. 


The advantages of the four point method just described are simplicity 

f application, saving of time, making unnecessary the application of an 
epilating dose to a difficult area—the vertex—and, most important elimi- 
nation of the danger of overirradiation in the parietal areas when the five 


point Adamson-hienboeck technic is emploved. 
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The five point Adamson-Kienboeck technic of scalp epilation is so 
well known and so well explained in standard textbooks that a description 
of it is not necessary. However, it is advisable to make some comparisons 
between the five point Adamson-Kienboeck technic of scalp epilation and 
the other methods described in this paper. The Adamson-Kienboeck 


‘method probably is used oftener and has been used longer and unde: 


more varied conditions than any other method. This is proof that it has 
stood the test of time. It is conceded that instances of permanent epila- 
tion have been noted. It is our opinion that this has not been the fault of 
the technic but that the causes are probably found in faulty apparatus, 
improperly calibrated apparatus or faulty manipulations. It is also con 
ceded that the geometric and mathematical calculations prove that a dos 
of roentgen rays at the intermediary areas is much greater than that at the 
focal points. This amount of excess radiation is not sufficiently great 
to cause any damage. The factor of safety is evidently great, being 
more than twice the epilating dose. In the Adamson-Kienboeck techni: 
it is necessary to irradiate five points, and the one on the vertex 1s some 
what difficult. This is a disadvantage but not a serious one. 

We do not believe that the advantages claimed for the newer methods 
of scalp epilation and theoretic claims made against the Adamson-kKien- 
boeck technic are sufficient to persuade one who is used to the method 
which has stood the test of time to give it up and adopt a new untried 
method. For routine scalp epilation the Adamson-Kienboeck technic is 
still the one of choice. It is safe and easy to use. Correct plotting of 
the scalp, proper calibration of the roentgen ray apparatus and careful 
linear and angular measurements are essential prerequisites to successful 
results, regardless of the method employed. We have employed the 
Adamson-Kienboeck technic of scalp epilation in over 1,000 cases during 
the past several years and found it to be satisfactory. In none of our 
patients have we observed either partial or complete permanent 
depilation. 

As a result of studying the various methods of epilating the scalp in 
cases of tinea capitis, we are forced to the conclusion that there is no 
ideal way to epilate the scalp. This is due to difficulties arising from 
technic and other mechanical factors and also to difficulties encountered 
because of the great variations in the size and shape of scalps. In some 
the parietal regions protrude; in others the occipital protuberance is 
large. Some patients have flat heads, while others have pointed heads. 
The microcephalic and the hydrocephalic types make proper plotting of 
the scalp difficult. At the present writing we prefer as a routine method 
of epilating the scalp the five point method of Adamson-Kienboeck. 
This is probably due to the fact that we have long been familiar with 
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The four point method as described in this paper is easy to apply 
nd removes the objection of excessive exposure of the parietal areas. 


In the control of any epidemic it is necessary to devise short cuts to 
have advocated the treatment of 


rreatment. Lewis and Hopper 
vcalized infected areas of the scalp with roentgen rays. By treating 
a single infected area much time is saved. ‘he method is successful in 
some cases. We have used this method for several years. We do not 
advocate it, because the unsuccessful results have been too numerous. 
In these cases with unsuccessful results it took from six months to one 
vear to obtain a cure. It is considered unsafe to apply a second epilating 
dose of roentgen rays in less than six months after the first one. The 
iailures are probably due to the fact that the infection probably starts 
on several areas of the skin of the scalp. ‘Che hair on the scalp becomes 
infected later. When examined with filtered ultraviolet rays (Wood's 
light), only infected hairs fluoresce. An epilating dose of roentgen rays 
is given to the flourescent area or areas, and while these treated areas 
are being cured other untreated areas start showing fluorescence. We 
have had this experience repeatedly, even though we covered the known 
infected areas with adhesive tape and protected the supposedly unin- 
volved areas with protective ointments and antifungus agents. We 
advocate now, as was advocated by the older dermatologists, complete 
epilation of the scalp in preference to epilating single areas for the treat- 
ment of tinea capitis caused by M. audouini. 


CONCLUSIONS 
1. There is a nationwide epidemic of ringworm of the scalp caused 
by M. audouini. 

2. At some dermatologic centers in Europe and Australia, the three, 
the four, the five and even the seven focal points are employed for 
epilating the scalp with roentgen rays. The more important methods 
are discussed. 

3. We describe in detail a four point method of epilation of the scalp. 
llowever, we prefer for routine epilation the five point method of 
\damson-Kienboeck because we believe it to be simple and safe and 
because it has stood the test of time. 

4. We do not favor the method of epilating individual infected areas 
with roentgen rays because our percentage of failures has been too high. 


999 Fifth Avenue. 
444 East Fifty-Seventh Street. 
40 East Sixty-First Street. 


8. Lewis, G. M., and Hopper, M. F.: Ringworm of Scalp, Arch. Dermat. 
Syph. 49:107 (Feb.) 1944. 
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466 ARCHIVES 
ABSTRACT OF DISCUSSION 

Dr. Georce M. Lewis, New York: The present epidemic has focused attention 
on this disease and has shown the importance of adequate prophylactic and 
therapeutic measures. From my information, there are thousands of cases in 
various cities throughout the United States. 

In the management of the epidemic, public health measures are essential. A 
practical plan was evolved in a recent paper (N. ¥. State J. Med. 44:1327 
[June 15] 1944). 

From the individual dermatologist’s 
should be used en masse is of great importance. 
tried various of the newer fungicides and have employed some of the newer 

on any therapy 


standpoint, the type of therapy that 
My colleagues and I have 


penetrating bases. Partial success is obtainable, but reliance 
involving local medication has not yet proved practical in our hands when the 
infecting micro-organism was M. audouini. For this reason, I subscribe heartily 
to what Dr. Cipollaro said about the treatment of tinea capitis. 
this time that roentgen ray therapy is the treatment which should be employed 
believe that the only exceptions are cases of 


I believe at 


in the majority of cases, and | 
very young or feebleminded children or those used for experimental study. 

At New York Hospital, we employ the five point method of roentgen epilation, 
except that when a child (particularly a girl) has a small area of infection we 
feel that it is well worth while to attempt treatment by spot roentgen ray epilation. 
Dermat. Syph. 49:107 [Feb.] 1944), 1 


From our published report (.4rch. 
The scalp is shaved on and 


wish to modify in only a slight degree the technic. 
The child is carefully inspected under filtered ultraviolet rays 
No roentgen rays are administered for at least two 
During these 


around the patch. 
for other areas of infection. 
weeks, during which time the results of culture become known. 
two or more weeks, grease containing 5 per cent ammoniated mercury is applied 
No shampoo is allowed until the day set for roentgen ray 


all over the scalp. 
If 


epilation. The scalp is then inspected under the filtered ultraviolet rays. 
there are no new areas of infection, the epilating dose of roentgen rays is given, 


10 per cent greater than the dose used with the five point method. After the 


reapply 5 per cent ammoniated mercury 


epilating dose of roentgen rays, we 
We do not wash_the scalp. We 


ointment to the area and to the entire scalp. 
have the mother reapply the salve each day. 
begins to loosen, the mother is told to shampoo the hair thoroughly and to have 
We apply adhesive tape and remove the rest of the 


After three weeks, when the hair 


the child report to us. 
infected hair. 

The question of keeping infected children at school or of excluding them from 
Dr. Peck, I know, believes that they should 


school is of practical importance. 
My reasons are (1) difficulty 


stay in school, and I believe that they should not. 
of segregation, (2) mixing of hats, (3) irresponsibility of youth and (4) placing 
of parents’ responsibility on school authorities. 

New York: There is nothing especially new 


Dr. GeEorGE C. ANDREWS, 
In 1921 there was an epidemic of ringworm of 


about these different methods. 
the scalp caused by M. audouini in Hamburg, Germany, and I read of the 


experiences at that time, which were reported in the Dermatologische Wochen- 
schrift. The seven point, the four point and the three point methods were being 
used for epilation of the scalp in England and in Germany back in the 1920's. 
The Adamson-Kienboeck five point method has stood the test of time. I know 
that I personally have used it ever since it was taught to me by Dr. Remer 
and Dr. MacKee in 1919. I estimate that during this interval I have epilated 
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etween four and five thousand children for ringworm of the scalp. I have 
ever during that time seen a patient with permanent partial or complete 
epilation, that is, I have never seen a patient in whom there was any undersirable 
permanent effect. 

At the Vanderbilt Clinic during the past ten years, over 2,000 scalps have 
heen epilated. During the present epidemic, my colleagues and I are epilating 

to 8 patients a day, and that has been the average for nearly a year. Our 
epilations are more uniform than they used to be with the old type of equipment 
We are using 400 r as the epilating dose. That is the dose that Braestrup and 
| recommended in 1935, and we are using 60 kilovolts as voltage and the five 
eld method. I still advocate that dose 

Of course, the dose of 300 r suggested in Dr. Cipollaro’s paper may produce 
epilation. There are different degrees of epilation. According to Hallem in 
the British Journal of Dermatology, there is a 25 per cent latitude in the epilating 
lose. I believe that the latitude is much greater than that. That is pretty well 
established, because if one gives 400 r to the focal point on the scalp, owing 
to overlapping one gets around 550 to 600 r in the intervening areas, and with 
perfect safety. If, for instance, the New York Post-Graduate Medical School 
ind Hospital uses 300 r and the Vanderbilt Clinic uses 400 r, there is a latitude 
i 25 per cent, an amount which is within safe limits. 

| believe that roentgen ray therapy is the most efficient method of treatment 

d that the one field method epilating only the diseased spot is not advisable 
because of the uniform success of the five field method. I also believe that if 
me area is epilated successfully and then the infection spreads to the rest of 
he scalp, as I believe Dr. Lewis said occurred in about 25 per cent of the cases 
at New York Hospital, one is faced with the problem of what is to be done 
vith the patient, because he is not cured and one area has been epilated. Should 

be epilated again? It might be safe to do that within a few months, but after 
just how long an interval is always a question. One does not like to hold up 
the cure for two or three months in order to epilate again. 

[ might say that in 1921 when this epidemic was in progress in Hamburg 

went to Dr. Shirley Wynne, who was then Commissioner of Health in New 
York city, and told him what I thought of the danger of an epidemic in New York 
ity. I said that I thought the precautions then taken were extremely lax, and 
should be changed since the only regulation about school children then was 
that they had to be under the care of a recognized physician or clinic in order 
to attend school. He told me that the health department was not interested in 
ringworm of the scalp since the disease never had caused them any trouble, 
but he said that they were interested in pediculosis of the scalp and that if I had 
ome suggestions to make regarding it he would like to know about them. | 
told him that the two diseases were somewhat similar, that no changing of hats 
imong the children and the keeping of hats on separate hooks were especially 
important, but I did not accomplish anything with Dr. Wynne. 

Dr. SamueL M. Peck, Bethesda, Md.: The Dermatoses Section of the United 
States Public Health Service has been consulted by a number of communities 
to aid them in controlling the epidemic of ringworm of the scalp. While no one 


denies that roentgen ray epilation is the most successful single treatment for 
his disease, it is an impractical procedure when thousands of patients are to be 
treated. This is especially true when one realizes that many communities with 
populations of twenty or thirty thousand have no facilities for roentgen ray 
epilation, even if it were possible to carry out this procedure on a large scale. In 
ur recommendations we do not propose to keep infected children away from school 
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nor do we propose that separate schools or classes be set up solely for their 
use. Even if such segregation were practiced as far as schools are concerned, 
it certainly would not prevent contact between healthy and infected children 
outside the school rooms. Segregation would have to be practiced in the Sunday 
schools, in the movies, in the playgrounds and even in the homes. Every one 
admits that such a plan is imposible to carry out. For this reason, the Dermatoses 
Section proposes that instead of segregation of the infected children they be 
allowed to attend school under certain conditions. These conditions consist of: 
(1) the wearing of properly made head coverings by all children in school; (2) 
the routine use of the Wood filter at frequent intervals to locate infected persons ; 
(3) the establishment of treatment centers in the schools, if possible, for the infected 
children; (4) close clipping or depilation of the hair of the infected children; (5) 
the use of antiseptic ointments by the infected children; (6) proper regulation oi 
barber shops to prevent spread of the infection; (7) instruction of parents to 
prevent infection and reinfection, and (8) the use of roentgen ray epilation when 
feasible. 

Dr. Carrot, S. Wricut, Philadelphia: I should like to ask one question 
I was unfortunate enough to be selected by the Director of Health of Philadelphia 
to look after the epidemic there. Dr. Peck knows this, as he came as a representa- 
tive of the United States Public Health Service to discuss the problem with us. 

Temple University School of Medicine does not have an x-ray department in 
the section of dermatology. The work is all under the department of roentgenology, 
headed by Dr. Edward Chamberlain. I asked him if he would be willing to 
epilate the few patients we had at our clinic, and he refused on this ground: He 
thinks that there is great danger of damaging the pituitary glands. 

I should like to ask whether any one has any information on this subject or can 
answer the question as to the possibility of pituitary damage from roentgen ray 
crossfire. 

Dr. Cuartes C. Dennirz, Kansas City, Mo.: I should like to ask a couple 
of questions about this, since it is admitted that epilation does not, of course, 
kill the fungus. I think that it is most important to know what the after-treat- 
ment of these patients is, and, second, if this epidemic is spread by the electric 
clippers or any other kind of clippers what method of procedure barbers should 
use to sterilize these instruments, in which it is known that the fungus is hard 
to kill. These two questions I should like to have answered. 

Dr. C. Guy Lang, Boston: Since the last war, we have had an excellent 
cooperative arrangement at the Massachusetts General Hospital between the der- 
matologic department and the x-ray repartment so that we have had the apparatus 
and technicians there for one morning a week. During that time my colleagues 
and I, with the cooperation of the roentgenologists, have had charge of epilations. 
It has worked out well during that time. 

We have noticed, as Dr. Cipollaro has stated, that there is frequently more 
epilation over the anterior parietal area on each side than anywhere else. I have 
considered the idea of using a four point method, and I shall go back with the idea 
of treating some patients by that method. 

To compensate for that anterior parietal baldness, I have roughly indicated 
to the residents that, instead of having the stick which measures the target-skin 
distance exactly perpendicular to the tangent at the site to be treated, they should 
have the stick tipped back a little, so that there is an acute angle rather than an 
exact right angle on the occipital side of the stick as it contacts the scalp. 
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Another observation is that it is not always necessary to get 100 per cent 
epilation in order to obtain a cure. We have aimed rather, perhaps, at 80 to 90 
per cent or, roughly, at 90 per cent. It has always seemed better to me to see 
a few hairs left on the head twenty-one days after epilation than it is to see a 
completely bald scalp. 

I have also been impressed in a few instances with what I feel is the narrow 
margin of a minimum epilating dose. In a few patients in whom the nuchal 
depression in the back of the neck has been rather deep, we have noticed hairs 
still growing when the ridges on either side have been perfectly smooth and 
bald. In other words, the distance of a few millimeters apparently makes a differ- 
ence between epilation and nonepilation, and that is, of course, noted in the occiput 
at times, where there is a center area of baldness and the surrounding hair 1s 
still present. It is also well for the person doing the treatment to indicate that 
particular area with adhesive tape or red ink in order to be sure that area is not 
treated again. An experience earlier, when the same area was treated twice, has 
emphasized this precaution. 

Dr. F..J. E1CcHENLAUB, Washington, D. C.: There has also been one difficult 
question for me in these discussions of roentgen ray dosage. Dr. Cipollaro says 
300 roentgen units, and Dr. Andrews says 400. 

I did have two machines in my office, one in one room and one in another, 
both of which I used for unfiltered radiation. One epilated with 275 r and the 
other with 400 r. 

I wonder if we might not go back a little bit more to the biologic consideration 
of roentgen ray dosage and speak of it a little more accurately. Certainly, the 
roentgen unit measurement of unfiltered radiation is variable. 

Dr. JoSEPH GRINDON, St. Louis: May | ask a question? What is Dr. Lane's 
minimum epilating dose ? 

Dr. C. Guy Lane, Boston: My minimum epilating dose is 300 r, measured 
by the Victoreen meter. My co-workers and I worked up gradually to the 300 r, 
when we started measuring with the Victoreen meter. 

As time went on, we found that we had a series of 10 or 15 cases in which 
we got 100 per cent epilation. Since that time we have reduced our dosage to 
200 r of unfiltered rays, then to 280 r and then to 270 r. We have our output 
measured every day that we use the machine for treatment. We plan to obtain, 
as I say, 80 to 90 per cent epilation. 

Dr. Epwarp A. OLiver, Chicago: While dermatologists in Chicago have not 
treated nearly so many patients as those in New York, we have had excellent results 
ising a dosage of only 275 to 300 r. Our percentage of cures is 96.3, and 3.7 per 
ent of the patients required further treatment. 

The point that has not so far been mentioned is the use of the Wood filter. 
We find it difficult to tell anything about the progress of the disease without 
examining every patient with the Wood light. 

Time and again we have had patients in the clinic and in the office with 
lesions barely perceptible to the eye, but when we took them into the dark room 
and examined them with the Wood lamp we found the scalp full of infection. 
| think it should be an essential part of every dermatologist’s equipment. 


Dr. LAWRENCE G. BEINHAUER, Pittsburgh: Since the question of the Wood 
light has been brought up, we found that during the recent ‘epidemic in Pittsburgh 
we were unable to obtain a sufficient number of Wood filters to pass on to the 
general practitioners. We found, however, a most convenient substitute for 
the Wood lamp, which can be obtained for the price of $1.25. It is the 250 watt 
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Purple X Lamp made by Westinghouse. It has a life of fifty hours. If it is 
used intermittently and burned no longer than a minute—because the glass becomes 
soft—one can check patients efficiently. The only difference between this bulb 
and the regular Wood lamp is the concentration of light. We have checked it 
with the Wood lamp in about 350 cases and found it convenient for use in the 
othce. It may be used in the ordinary standard stand, with the bulb directed 
down on the scalp. It is efficient, and I recommend it 

Dr. ANTHONY C. CrppoLaro, New York: It is difficult to cover all points 
that have come up in the discussion 

The reason for discussing the four point method of epilation of the scalp 
in Europe have assigned definite benefits to this method. W« 
therefore found it necessary to epilate the scalps of children suffering with tinea 
t different methods so that we could compare their advantages 


1s 


that some writers 


capitis by means o 
ind disadvantages 
Lewis that patients with ringworm infection of the scalp 
Experience has already proved in the European epidemics 
that the combination of isolation plus roentgen ray epilation brought an end t 
\t the present time there is no better way of treating tinea capitis 


I agree with D1 


should be isolated. 


the epidemics 
M louini \ll the topical remedies so far used have given poor 


caused by aut 


results compared with those obtained with roentgen ray epilation 
I should like to spend a few minutes on Dr. Andrews’ and Dr. Ejichenlaub’s 
of roentgens required to produce epilation 


discussions regarding the number 
number of 


There is a direct relationship between the biologic effect and the 
roentgens required to obtain such biologic effect.. Some iontoquantimeters give 
one reading for a given biologic effect and others give entirely different readings 
Commercial 1ontoquantimeters also vary with the mean wavelengths of a roentgen 
Iontoquantimeters should be calibrated against an open standard chamber 


ray beam 
I hope that I have 


and against a biologic effect, such as erythema or epilation. 
here is no uniformity in the readings of different iontoquanti- 
meters. ne dermatologist requires 400 r for an 
epilation and another requires 300 r for the same biologic effect. If the same 
iontoquantimeter were used to calibrate the two roentgen ray machines, the 
number of roentgens would be the same. As an additional safety factor, all 
x-ray machines should be calibrated against a biologic standard, viz., the erythema 
With our iontoquantimeters, we measure the epilating 


made clear that t 
This is the basic reason that 


dose or the epilating dose. 
dose to be 300 r. This amount of radiation gives us complete epilation in every 
case. 
Dr. Wright brought up the question of danger to the pituitary glands and other 
intracranial structures when the scalp is epilated with roentgen rays. I do not 
believe that any harm to the brain or to the pituitary gland can result when 
the entire scalp is irradiated for ringworm and when low voltage unfiltered 
roentgen rays, as commonly employed by dermatologists, are used. There may 
be danger if one employs high voltage heavily filtered roentgen rays. 
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JUXTA-ARTICULAR NODE OF LEPROUS ORIGIN 


H. PORTUGAL, M.D. 
AND 


GLYNNE L. ROCHA, M.D. 
RIO de JANEIRO, BRAZIL 


UXTA-ARTICULAR nodes are now regarded as a syndrome. In 
J the first cases reported by .\. Lutz! and E. Jeanselme,* the cause 
was syphilis, and this is the cause in the great majority ef cases observed 
over nearly the whole world, though some other diseases can present 
this manifestation. Van Dijke and Oudendal,’ Clapier,* Van Loon,* Gen 
ner’ and others have shown the part played by vaws, while Jeanselme ' 
ind I. de Jong, Bruenauer* and Gadrat and Salvador * have demon 
strated tuberculosis as the cause. The part played by leprosy, although 
suspected by F. Wise,” has not up to now been proved beyond doubt. 
Chis case which we are reporting shows definitely that Microbacterium 


leprae can produce juxta-articular nodes. 


REPORT OF A CASI 
P. A. das S., aged 61, was a white married Brazilian policeman. His tamils 
istory was not significant. His personal history revealed that he had had gonor 
From the Clinic of Dermatology and Syphilology, The University of Brasil, 


Prof. F. E. Rabelo. 


1. Lutz, A.: Brief aus Honolulu, September 1891, Monatsh. f. prakt. Dermat 
13:389 and 488, 1891. 

2. Jeanselme, E.: Les nodosités juxta-articulaires, in Traité de la syphilis, 
Paris, Gaston Doin & Cie, 1932, vol. 3. 

3. Van Dijke, M. J., and Oudendal, A. F. J.: Distribution, Histology, 


Etiology of the “Nodosités Juxta-Articulaires” (Juxta-Articular Nodules Jean- 
selme) Among Malay People, in Reprints from the Reports of the Dutch-Indian 
Medical Service, 1923, vol. 2, p. 143. 


4. Cited by Burnier, R.: Les nodosités juxta-articulaires et leurs rapports 
avec la syphilis, Presse méd. 41:995, 1933. 

5. Genner, V.: Sur l'etiologie des nodosités juxta-articulaires, Ann. de dermat. 
et svph. 6:675, 1925. 

6. Jeanselme, E.: A propos du procés verbal, Bull. Soc. frang. de dermat. 
et syph. 41:859, 1934. 

7. Bruenauer: Ueber multiple fibromatoese, kutan, sub-kutan Knoetchen- 


bildungen ueber und in der naehe von groesseren und kleineren Gelenken, in Con- 
grés internationel de dermatologies et de syphilographie, Copenhagen, 1931, p. 738. 
8. Gadrat, J., and Salvador: Nodosités juxta-articulaires et tuberculose, Bull. 
Soc. frang. de dermat. et syph. 41:669, 1934. 
9. Wise, F.: Lepra with Juxta-Articular Nodules, Arch. Dermat. & Syph. 
41:789 (April) 1940; 42:1162 (Dec.) 1940. 
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rhea and that twice he had noticed an ulcerative lesion on the penis (presumably 
chancroid) many years ago. 

The first symptoms of leprosy appeared eleven years before he consulted us 
as pigmented patches on the arms and forearms. Believing that he had syphilis, 
the patient took injections of neoarsphenamine and a bismuth preparation, but 
his condition grew worse. In 1935 leprosy was diagnosed, and the patient submitted 
to an eclectic treatment, which left several small whitish scars, shown in figure 1 
He was registered on Dec. 14, 1939 in the service of leprosy, by Dr. H. Caldas 
At that time he had, besides the spots on the arms, inflammatory nodules scattered 


big. 1—Leprotic juxta-articular node. The whitish small scars are effects of 
the physical therapy. 


over the body (leprous reaction). ‘Two years before we saw him a hard noduk 


appeared near the right elbow. The patient did not worry about this lesion, as 
it did not cause any trouble. We found it during a clinical examination on July 


19, 1944, 


The patient is short and robust, with well developed subcutaneous fatty tissue. 


There are numerous small whitish scars on the face, arms and forearms, resulting 
trom the galvanocautery therapy. On the forearms, arms and thighs are large 
yellowish infiltrated patches, which are folded with difficulty. Near the upper 
apophysis of the right ulna there is a nodule the size of a chestnut. Although 
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Fig. 2.—Microscopic aspect of a lobe (* 30) of a leprotic juxta-articular node. 


Fig. 3—The marginal zone, the peripheric fibrous tissue with numerous capil 
laries and small cellular infiltrates and the leprotic granuloma ( 200) of 
leprotic juxta-articular node. 
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the thick infiltration of the skin makes palpation difficult, its hardness can b 
perceived. There are no similar lesions near the other joints 

The Wassermann and Kahn reactions were negative. The examination 
the internal organs revealed an increase of the aortic arch 

The nodular lesion was removed under local anesthesia (ethyl chloride). I: 
was a whitish nodule of ellipsoid shape, measuring 3.2 by 2.9 by 1.3 cm. It-was 
uniformly hard. In transverse section the surface was white and homogeneou; 
at the periphery and yellowish at the center, where it was divided into compart 
ments by septums starting at the periphery. An irregular crack ran in the directio: 
of the transverse diameter from one side almost, but not quite, to the other: this 
gave the impression that the nodule was a thick layer folded over. 

The histopathologic examination showed that the peripheral zone consisted 


of fibrous tissue which, in the form of septums, penetrated into the interior of 


Fig. 4—Central zone, with numerous “lepra cells of Virchow”’ (x 450) 
of a leprotic juxta-articular node. 


nodule, marking off lobes of various size. In most of these lobes there could 
be distinguished the three zones described by Jeanselme.2 The outer zone consisted 
of collagenous fibers running tangentially to the nodes; these fibers were separated 
by capillaries and infiltrated pericapillaries. The median zone was occupied by 
veritable skeins of neocapillaries and infiltrated histiocytes; the collagenous fibers 
were separated by intense edema. The central zone, the largest of all, consisted 
of clear vacuolated cells, with a well defined nucleus, containing drops of single 
refracting material, stained orange by scarlet red; there were also numerous 
acid-resistant bacilli. The lesion had, therefore, the typical structure of a leproma. 
In some of the smaller lobes only an inner and an outer zone could be distinguished, 
the former consisting of fusiform slightly vacuolated cells. 
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From the description the case is one of juxta-articular node in 
patient suffering from leprosy. The cause of the lesion cannot be 
loubted, owing to’ the presence of Virchow cells and acid-resistant 
acilli in the interior of the node. Therefore, the hypothesis of an 
issociation of juxta-articular nodes of another origin with leprosy is out 

the question. The leprotic juxta-articular node does not appear 

have any especial clinical feature. Nodes of syphilitic origin are 
venerally multiple; in our case there was a single node. However, 
olitary nodes in syphilis were observed by Jeanselme, Burnier and 


Fig. 5—Fibrous tissue, without intermediary zone, encasing a small lobe of 
leprotic granuloma (> 450) in a juxta-articular node. 


Gougerot, Burnier and Eliascheft,"’ Reneé Laclette '* and 
\. Ullmo."® Another peculiarity is the flat discoid shape, the thick- 


10. Jeanselme, E.; Burnier, R., and Eliascheff, O.: Considerations sur un cas 
le nodosité juxta-articulaire survenue chez un syphilitique, Bull. Soc. frang. de 
dermat. et syph. 35:450, 1928. 

11. Gougerot, H.; Burnier, R., and Eliascheff, O.: Un cas de nodosité juxta- 
irticulaire syphilitique, Bull. Soc. frang. de dermat. et syph. 35:907, 1928. 

12. Laclette, R.: Semiologia das*dermatoses nodosas, Thesis, Rio de Janeiro, 
1938, 

13. Ullmo, A.: Un cas de nodosité juxta-articulaire, Bull. Soc. frang. de dermat. 
et syph. 41:193, 1934. 
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ness being less than half the width. No safe deduction can be drawn 
as to the value of this peculiarity, owing to the insufficiency of data 
available. nly total removal reveals the exact shape of the node; 
the usual clinical palpation is insufficient. In the present case palpation 
gave the false impression of a globular nodule. In Hudson's case,'' 
the only one in which valuable data are mentioned, the syphilitic 
nodule was thicker, measuring 8 by 4 by 4 cm. These geometric data 
do not seem sufficient to give individuality to the leprotic node, but 
the association with active lesions of nodular leprosy (lepromatous ) 
is the special feature in the case. A similar association is observed in 
many cases of syphilis in which the nodes appear simultaneously wit! 
tertiary manifestations. 

The oldest report of juxta-articular nodes in leprosy appears in an 
original paper by Adolf Lutz! in which he regarded them merely as a 
casual occurrence, for he stated that nearly all patients were more or 
less suspected of having syphilis and that the lesions were cured by the 
use of potassium iodide. The other reference was made by Fred 
Wise,® but this was much more positive. In his case, although all the 
signs were favorable, no tests were made to demonstrate a new fact. 
The patient suffered from neural leprosy with maculoanesthetic lesions 
and neuritis of the ulna and nodules on the elbows, but no histopatho 

gic proofs were offered, nor was M. leprae found in the lesions 
Regression after treatment with chaulmoogra oil is not convincing proof, 
as, unfortunately, this drug is not specific for leprosy and its therapeutic 
action extends to other diseases, as was demonstrated by |ombholt °° 
in cases of mycosis fungoides and Boeck’s sarcoid. 


SUMMARY 


We have described a case of juxta-articular node in a patient with 
nodular leprosy (lepromatous). In the lesion there were found 
Virchow cells and numerous acid-resistant bacilli (within the node) 


- Juxta-articular nodes of Lutz and Jeanselme should be regarded as a 


syndrome in which syphilis, yaws, tuberculosis or leprosy can be th 
causative factor. 

Rua Prudente Morais 457. 

Rua Mexico, 41-50. 


14. Hudson, E. H.: Juxta-Articular Nodules in Euphrates Arabs, Tr. Roy 
Soc. Trop. Med. & Hyg. 28:511, 1935. 

15. Lomholt, S.: Douze cas de sarcoides de Boeck traités a l’antiléprol, Bull 
Soc. frang. de dermat. et syph. (Réunion dermat., Strasbourg) 41:1354, 1934. 
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ACUTE IDIOPATHIC CIRCUMSCRIBED CUTANEOUS GANGRENE 


Report of Two Cases 


MAJOR WILLIAM B. SWARTS 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


ANGRENE is usually associated with circulatory deficiencies and 
infectious processes or a combination of both. However, a group 
cases has been observed by dermatologists in which all available 
studies have revealed no organic or infectious cause for the sudden death 
of circumscribed areas of skin. 

Trimble ' presented a case of a circumscribed patch of gangrene of 
the thumb which was similar to these cases. Spillman * described the 
same phenomena in acute gangrene of the labium majus. Stopf* cited 
cases of spontaneous gangrene of the extremities in young adults in 
which causation was not revealed by thorough studies, and he ascribed 
the condition to constitutional weakness of the circulatory system. 
Touraine,* in the discussion of similar cases of acute idiopathic gangrene 
of the skin, postulated local infection, but unfortunately bacterial studies 
were not made. 

Vohwinkel ® described a patient with trophoneurotic gangrene of 
the skin. Twenty-one years previously, a bullet lodged in the right 
middle cranial fossa; after a shift of position, the bullet caused an 
irritation of the right trigeminal nerve. Areas of gangrene appeared in 
the skin innervated by the right trigeminal nerve, and after the bullet 
was removed there was prompt healing. 


REPORT OF CASES 


Case 1.—H. W., a 23 year old white man, was admitted to the hospital on 
May 3, 1944, with a history of “white blisters” appearing on the dorsum of the left 
From the Dermatology Section, Medical Service, Regional Hospital, Camp 
loseph T. Robinson, Ark. 


1. Trimble: Case of Spontaneous Grangrene, Arch. Dermat. & Syph 
3:454 (April) 1921. 

2. Spillman, L.: Spontaneous Gangrene of the Genitalia and Antigangrene 
Serum, Bull. Soc. france. de dermat. et syph. 34:15, 1924. 

3. Stopf, A.: Spontaneous Gangrene of Extremities in Young Adults, 
\rch. f. klin. Chir. 158:297, 1930. 

4. Touraine, A.; Lortat-Jacob, E., and Neret: Benign Microbic Insular 


Gangrene of Skin, Bull. Soc. frang. de dermat. et syph. 45:1022, 1938. 
5. Vohwinkel, K. H.: Trophoneurotic Gangrene of Skin, Arch. f. Dermat. 
Syph. 152:75, 1926. 
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foot which rapidly became small black areas, enlarging and coalescing to form the 
large plaque and satellite lesion as illustrated by figure 1. 

There were no general symptoms. All laboratory examinations, including 
careful hematologic studies and studies of blood chemistry and urine, revealed only 
normal conditions. An edge of a gangrenous plaque was loosened, and materials 
ior cultures were taken from what was considered the active spreading edge 
oth aerobic and anaerobic cultures showed no growth. The result of the 
serologic test for syphilis was negative. 


Fig. 1 (case 1).—Acute idiopathic gangrene of seven days’ duration (photograph 
by United States Army Signal Corps). 


General physical examination revealed no evidence of a chronic systemic 
disease. The left anterior and posterior tibial arteries had strong pulsations. 
Neurologic examination revealed nothing abnormal. However, it was noticed 
that the patient had a tense and anxious mental attitude. 

The possibility of self-inflicted lesions caused by some escharotic was briefly 
considered but quickly dismissed because of the size and shape of individual 
lesions and because of repeated observations in the three day period necessary 
for the development of the disease as illustrated (fig. 1). 
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After the third day the mummified areas of skin did not enlarge. The slight 
two weeks the ingrowth of 


flammatory areola faded gradually, and after 
In approximately seven weeks, 


ithelium lifted up the edges of the plaques. 

e areas were replaced by a smooth pliable scar. 
Treatment consisted only of daily dusting with sulfathiazole powder and 

plication of dry heat. No dressings were used. 


Case 2—C. S., a man aged 22, was admitted to the hospital on Jan. 4, 1945, 
th the history that his left foot had been feeling numb for about a week. Then, 


Fig. 2 (case 2).—Circumscribed acute gangrene of two weeks’ duration 
photograph by United States Army Signal Corps). 
cording to the patient's description, “white blisters” appeared, which became 
e multiple black dry areas illustrated (fig. 2). Gangrenous plaques ceased 

develop after three days. The temperature remained normal through the 
ute stage. 

All laboratory studies, including aerobic and anaerobic cultures of material 
btained by loosening an edge of mummified skin, failed to reveal any abnor- 
alities. General physical and neurologic examinations showed no evidence of 
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disease. Self-produced lesions were ruled out by the size and shape of the lesions 
and close observation. Good local arterial pulsations were present 

Treatment was the same as in the previous case. Healing took approximately 
seven weeks. 

COMMENT 

Acute idiopathic circumscribed gangrene ot skin is characterized by : 
(1) spontaneous onset in apparently healthy persons; (2) approximate], 
a three day “active period.” in which a small vesicle initially appears, 
the involved area quickly becomes black and enlarges to a gangrenous 
plaque, and during the active stage a cyanotic areola is present; (3) 
negative results of physical, neurologic and laboratory studies; (4) 
healing in about six to eight weeks, with a smooth scar remaining in 
involved areas. 


I can only speculate as to the cause of this peculiar type of 
cutaneous gangrene. It may be a trophoneurotic phenomenon, since 
it is well known that varied lesions of the skin can be produced under 
hypnosis. A similar mechanism may be present in these cases. 
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ISOLATION OF DERMATOPHYTES 


A New Procedure for Use in the Presence of Saprophytic Fungi, Especially in Mixed 
Cultures and from Leather 


J. M. LEISE, M.S. 
AND 


L. H. JAMES, Ph.D. 
COLLEGE PARK, MD. 


VY \RIOUS investigations in this laboratory have required the micro 
biologic examination of worn shoes, with the microflora present 
being large in number and varied in type and including many 
molds. Generally, the saprophytic molds far outnumber and outgrow the 
pathogemie types, so that isolation or determination of the numbers 
of pathogens is nearly impossible. Therefore a medium capable of a 
elective preference for the dermatophytes over the saprophytes would 
le beneficial. 

The mediums commonly used for the cultivation of pathogenic fungi 
ave no inherent differential powers for the isolation of dermatophytes 
when saprophytes are present. Various investigators have reported 
difficulty in the isolation of dermatophytes from highly contaminated 
sources. Weidman! wrote that “several workers (personal communt- 
cations) have failed in attempts to demonstrate dermatophytes in old 
shoes, ete.; in each case it was on account of the rank overgrowth of 
saprophytic molds. Even were the dermatophytes present and growing, 
they could not have been recognized.” 

Bonar and Dreyer * were not able to cultivate dermatophytes from 
hair found in dressing rooms and shower rooms and showing the 
presence of pathogenic fungi under microscopic examination because of 
“the great difficulty of isolating these comparatively slow growing organ- 
isms from such material.” 

Neal and Emmons ® stated that “failure to isolate any dermatophytes 
rom the floors of showers and locker rooms was probably due to the 

From the Department of Bacteriology, University of Maryland. 

The work described in this paper was done under a contract, recommended by 
the Committee on Medical Research, between the Office of Scientific Research and 
Development and the University of Maryland. 

1. Weidman, F. W.: Ringworm Fungi, Pennsylvania M. J. 34:695-701 (July) 
1931. 

2. Bonar, L., and Dreyer, A. D.: Studies on Ringworm Funguses with 
Reference to Public Health Problems, Am. J. Pub. Health 22:909-926 (Sept.) 
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rapid growth of more vigorous organisms and the consequent suppressiot 
of pathogens. Probably an improvement in the technic of examinatior 
and isolation would have revealed the presence of ringworm fungi o1 
the floors.” 

HISTORICAL SURVEY 


The effects of py on the growth of dermatophytes and saprophyti 
fungi have been studied by many investigators. In 1926, Keller ° found 
that the “Kaufman-Wolf fungus” developed in mediums of a wide py, 
range, from 6.8 to 12.0 with the optimum being from py 6.8 to 7.0 He 
also found that [:pidermophyton inguinale developed in a py range ot 
6 to 10 and grew best in a medium of py, 7.0. 

Tate” referred to Verujsky (1887) as having found a neutral or 
slightly acid medium most favorable for growth of Trichophyton tonsurans 
and Achorion schoenleinii, with the optimum temperature being about 
33 C. Tate, using both Sabouraud’s and synthetic mediums, found wide 
fu ranges for growth of the dermatophytes. The limit for growth on 
the acid side was 3.0 to 4.0, while it was “beyond py 8.0” on the alkaline 
side, the optimum py being about 6.0 to 7.0. He stated that all the 
dermatophytes were found to have an active proteolytic enzyme whic! 
acts in an alkaline medium and can hydrolyze intact proteins (casein ) 
with the production of free amino acids. This enzyme resembles trypsin, 
no pepsin being found. The proteolytic enzyme of Aspergillus niget 
acts in a strongly acid medium and resembles pepsin. 

In 1929, Kadisch * found that the best growth of the dermatophyte- 
on Sabouraud’s maltose agar, 3 per cent peptone agar and Grutz 
glycerin agar occurred at py 7.2 to 7.6. He found a tendency for cul- 
tures started on the acid side to become alkaline as a result of fungal 
activity. He also* found 37 C. unfavorable for Achorion gypseum 
3. Neal, P. A.. and Emmons, C. W.: Dermatitis and Coexisting Fungous 
Infections Among Plate Printers, Bulletin 246, United States Treasury Depart 
ment, Public Health Service, April 1939. 

4. Peck, Botvinick and Schwartz recently reported, (Peck, S.; Botvinick, | 
and Schwartz, L.: Dermatophytosis in Industry, Arch. Dermat. & Syph. 50: 
170-178 [Sept.] 1944) that they did not recover dermatophytes from samplings of! 
pine lattice floorings and concrete shower floors. 

5. Keller, P.: Zur Klinik der Hyphomykosen, insbesondere der dyshidrosi 
formen Epidermophytien. Zugleich ein Beitrag zur regionaren Verbreitung de: 
Hyphomyzeten; die Pilzflora Oberbadens, Dermat. Ztschr. 49:33-51 (Oct.) 192¢ 

6. Tate, P.: Dermatophytes or Ringworm Fungi, Biol. Rev. 4:41-75 (Jan 
1929. 


7. Kadisch, E.: Ueber die Bedeutung der Nahrbodenalkalitat in der Mykologi 


Dermat. Ztschr. 55:385-396 (April) 1929. 

8. Kadisch, E.: Beitrage zur Lehre von den Dermatomykosen: III. Ueber 
das Wachstum von Achorion gypseum auf Meerschweinchenorganen und iiber die 
Ziichtungstemperatur, Arch. f. Dermat. u. Syph. 158:480-484, 1929. 
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iltris* grew Trichophyton gypseum (asteroides) on peptone 3 per 
ent and agar 1.8 per cent, with the medium at initial py values of 
3.8, 6.0 and 11. No fuseaux occurred at py 11. 

Von Mallinckrodt-Haupt ‘" found that T. gypseum grown in buttered 
solutions for several months made an acid medium basic and a_ basic 
olution almost neutral. This was true also for Achorion quinckeanum, 
ut it made the basic medium more acid (Py 6.10 to 6.92 trom py 8.0). 
\When these fungi were started on mediums at py, 6.01 to 7.19, they 
hanged the py to the basic side of neutrality, while Penicillium glaucum 
nd “rosa Lufthefe” made the same mediums more acid. These differ 
ences are explained by the ability of the pathogens to break down the 
protein source of nitrogen. 

In 1930, ‘alice’! presented data which showed Sabouraudites 
granulosus (on Sabouraud’s proof medium) able to grow at a minium 
of Py 4+ and a maximum above 9.6. Both Penicillium citrinum and 
Rhizopus nigricans were able to grow at py 2.2, with their minimum 
> being below this. Their maximum /;, was, as was that of S. granu 
losus, above 9.6. The optimum of S. granulosus was given as fy 6 to 7. 

Levin and Silvers’? found the reaction of the fourth interdigital 
space of the foot to vary in different persons from py 6.30 to 7.85. 
(he higher value was obtained in a case of severe dermatophytosis. 
\nother high value, pq 7.65, was obtained and this too was in a case 

' active dermatophytosis of the foot. 

Von Mallinckrodt-Haupt,’* in discussing the change in reaction which 
the molds produce in the growth medium, stated that true dermatophytes, 
with the exception of the Epidermophyton fungi, showed strong ten- 
dencies toward the formation of alkali while most of the saprophytic 
hyphomycetes produced acid. 

Cerutti '* stated that T. gypseum always gives an alkaline reaction 


during its development, while the “.\chorion of Schoenlein” and_ the 


9. Biltris, R.: Sur la variabilité des caractéres de l’espece chez les dermato- 
hytes, Ann. Inst. Pasteur 43:281-358 (March) 1929. 

10. Von Mallinckrodt-Haupt, A.: pa Messungen bei Pilzkulturen, Dermat 
Ztschr. 55:374-384 (April) 1929. 

ll. Talice, R. V.: Le facteur pu en mycologie; son influence sur la culture 
le certaines espéces de champignons parasites de l‘homme, Ann. de parasitol. 8: 
83-188 (March) 1930. 

12. Levin, O. L., and Silvers, S. H.: The Possible Explanation for the Locali- 


ition of Ringworm Infection Between the Toes, Arch. Dermat. & Syph. 26: 
466-470 (Sept.) 1932. 

13. Von Mallinckrodt-Haupt, A.: Der Wert der pu Messung bei Pilzkulturen, 
Zentralbl. f. Bakt. (Abt. 1) 125:368-374 (Aug. 27) 1932. 

14. Cerutti, P.: Concentrazione idrogenionica e sviluppo degli ifomiceti pato- 
ni: Ricerche sperimentali e cliniche, Pathologica 25:32-37 (Jan. 15) 1933. 
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“Sporotrichum of Gougerot and Schenck” gave an acid reaction at the 
beginning that later turned toward alkalinity. 

Belisario’’ stated that “the predilection of mycological infections 
for the palms and soles is due to the alkaline tendency of the sweat 
in these areas.’ Where sebaceous glands are richly supplied, mycotic 
infections are rarely found, he stated, and “the hyperactivity of the 
sebaceous glands at puberty, through increasing the hydrogen-ion con 
centration of the scalp sweat, may afford a feasible explanation of the 
disappearance of certain small-spore ringworms at that age.” 

Williams ** noted an apparent slight increase in growth of T. gyp- 
seum when the py of the medium (cysteine) was raised from 5.4 to 6.6 

Peck and Rosenteld,'? using “Sabouraud’s bouillon” unbuffered, 
obtained growth of T. gypseum in the range of py 3.4 to 10.0 inclusive. 


No growth occurred at py 3.0. Using Mclllvaine’s buffers, they obtained 
growth from px 3.4 to 9.0. Plates poured with buffered mediums showed 
growth throughout the whole py range (4 to 10) studied, but T. gypseum 
showed definite retardation at all py values except 7.0 and 8.0. 
I. inguinale was retarded through the series. T. gypseum was found 
to increase the Py once growth started, and at the end of three weeks 
without buffer it raised the py from 5.0 to 7.6, whereas with buffer 
the Py rose to 6.5. As all the nonbuffered solutions rose to a py of 
7.6 to 8.0, Peck and Rosenfeld concluded that the “optimum” py range 
for T. gypseum must lie here. They expressed the belief that the 
presence of a buffer when it interferes with the production of a py 
value optimum for growth retards the growth of the organism and: 
that this fact explains the less vigorous growth obtained with buffered 
solutions as compared with that obtained in nonbuffered solutions. 

Peck and Rosenfeld noted that in unbuffered mediums up to py 8.0 
the growth of T. Gypseum resulted in a significant rise in the py; at 8.0 
there was only a slight increase in py, and at py 9.0 and 10.0 a change toa 
more acid reaction took place, the py dropping to 8.08 and 7.87 respec- 
tively. With buffers the py increased less and dropped more (except 
at pu 3.4), there being a sharp drop from px 8.0, 9.0 and 10.0. 

We '® made a study of the relationship between py tolerance and 
the pathogenicity of fungi, and it was found that the dermatophytes were 


15. Belisario, J. C.: Mycotic Infections and Their Treatment, Brit. M. J. 
1: 404-406 (Feb. 29) 1936. 

16. Williams, J. W.: Subsurface Growth of Pathogenic Fungi on Peptone, 
Hair, Pig Skin and Cysteine-Cystine Mediums, Arch. Dermat. & Syph. 36:581- 
598 (Sept.) 1937. 

17. Peck, S. M., and Rosenfeld, H.: The Effects of Hydrogen Ion Concen- 
tration, Fatty Acids and Vitamin C on the Growth of Fungi, J. Invest. Dermat. 
1:237-265 (Aug.) 1938; correction, ibid. 1:[398a] (Oct.) 1938. 
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ipable of growing on an alkaline medium (Sabouraud’s dextrose agar 
ijusted to an initial py of 10.5) whereas saprophytic fungi were largely 

nhibited. The alkaline medium was used for the isolation of dermato- 
vtes in the presence of rapidly growing saprophytes. 


EXPERIMENTAL STUDY 

General Methods—The purpose of this research was to devise a 
edium capable of selecting or favoring dermatophytes over saprophytic 
ungi. The growth of these two types of fungi was studied in separate 
ind in mixed cultures. 

Organisms: The saprophytic fungi used in this investigation consisted of 
\spergillus niger, Rhizopus nigricans and Penicillium species 8 and 34, the latter 
pecies having been isolated from worn shoes. These three genera are the ones 
ommonly occurring on shoes and floors. The dermatophytes !® used were Epi- 
lermophyton floccosum no. 0 and no. 23, Trichophyton interdigitale, Trichophyton 
urpureum, Trichophyton mentagrophytes, Trichophyton rubrum, Trichophyton 

ifureum, Trichophyton gypseum no, 2 and no. 20 and Microsporum lanosum. 
Suspensions of the cultures were made with water, and pour plates were made, 
using the suspension as the inoculum. 

Mediums and Incubation: Sabouraud’s dextrose or maltose agar of the follow- 
ng composition was used in the experiments reported here: peptone (Bacto), 
() Gm.; dextrose or maltose (Bacto), 40 Gm.; agar (Bacto), 15 Gm., and water, 
1,000 ce. No adjustment of the pa was made prior to sterilization at 15 pounds 

.8 Kg.) of steam pressure for twenty minutes. 

Immediately before plates were poured, the pu of this medium was adjusted 
by the addition of normal sterile sodium hydroxide solution to the bottles of melted 
agar. Adjustment to pu 10.5 was made by the use of La Motte purple. This 
was later checked with a Beckman fu meter. The mediums were not buffered, 
and it is recognized that the px was lowered during incubation. Thus the pu 
values given are the intial values only, and the term “alkaline medium” refers 
to Sabouraud’s dextrose or maltose agar adjusted to an initial pu of 10.5. The 
time of incubation at 34 C. is indicated in the text and the tables. 


Isolation from Mixed Cultures——A comparison of the alkaline 
medium was made with Sabouraud’s dextrose agar *° of unadjusted 


18. Leise, J. M., and James, L. H.: An Alkaline Medium and Procedure for 
the Selection of Dermatophytes in the Presence of Saprophytic Fungi, J. Lab. & 
Clin. Med. 30:119-131 (Feb.) 1945. 

19. Trichophyton mentagrophytes and Trichophyton sulfureum were supplied 
by Dr. C. W. Emmons, of the National Institute of Health, Bethesda, Md., and 
!. rubrum, T. gypseum no. 2, E. floccosum no. 23 and M. lanosum were supplied 
by Dr. E. M. Rockwood, Massachusetts General Hospital, Boston. 

20. Sabouraud’s maltose agar was used in the previous study,18 but, since 
sabouraud’s dextrose agar is more commonly used in the cultivation of derma- 
‘ophytes, dextrose was used thereafter except in the study reported in table 3. 
“xperience showed that Sabouraud’s dextrose agar at an initial pa of 10.5 with 

ubation at 34 C. gave results as good as and sometimes better than the maltose 


var in Sabouraud’s formula. 
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pu (5.5), using all ten pathogenic dermatophytes individually combined 
with R. nigricans, A. niger and Penicillium species 8. One drop of a 
suspension of each of the cultures was used in this preliminary experi- 
ment to obtain an estimate of the extent of inhibition produced by the 


alkaline medium. The selective action of the alkaline medium at 34 C 


Fig. 1—The selective action of the alkaline medium for T. mentagrophytes in 
the presence of R. nigricans. (Plates 4 and C, Sabouraud’s dextrose agar pu 5.5; 
plates B and D, alkaline medium; plates incubated for five and a half days at 
34. C.). Plates 4 and B contain the same approximate inoculum of 10,000 R 
nigricans mixed with 400,000 T. mentagrophytes. Plates C and D contain thi 
same approximate inoculum of 1,000 R. nigricans :n pure culture. 


was shown rather strikingly when R. nigricans was the saprophytic 
fungus combined with the dermatophytes. Here, all ten dermatophytes 
were each prevented from showing growth on Sabouraud’s dextrose 
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car (pu 5.5) because of the rapid and heavy overgrowth by R. nigricans 
fig. 1, plates 4d and C). However, on the alkaline medium this sapro- 
ohyte was completely inhibited in all instances after five and a half 
lays of incubation at 34 C (fig. 1, plates Band D). The use of A. niger 
.s the saprophytic test fungus gave similar results. This saprophyte 


Fig. 2—The selective action of the alkaline medium for T. mentagrophytes in 
e presence of A. niger. (Plates 4 and C, Sabouraud’s dextrose agar pa 5.5; 
lates B and D alkaline medium; plates incubated for five and a half days at 
4(.). Plates 4 and B contain the same approximate inoculum of 5,500 A. niger 
ixed with 40,000 T. mentagrophytes. Plates C and D contain the same approxt- 
ate inoculum of 55,000 A. niger in pure culture. 


rew so rapidly and vigorously on the unadjusted medium that no 
crowth of the dermatophytes was obtained (fig. 2, plates 4 and (). 
he alkaline medium, however, showed heavy growth with each of the 
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ten dermatophytes and, in addition, inhibited A. niger (see fig. 2, 
plates Band Y). Only a slight growth of E. floccosum no. 23 occurred 
while A. niger showed fair growth when these two fungi were combined 
E. floccosum no. 23 grows very slowly, and the growth of A. niger on 
the plate where the dermatophyte showed little growth is typical of 
other observations. ‘That is, the alkaline medium inhibits the growth 
of the saprophytic fungi while the dermatophytes grow. At times thes¢ 
saprophytes overcome the primary inhibition of the alkaline medium 
and show slight to good growth. ‘The results of this study show that 
the alkaline medium is highly effective in selecting dermatophytes over 
A, niger. 

The inhibition of Penicillium by the alkaline medium is considerably 
less than that of Rhizopus and Aspergillus. Although more study is 
required, it appears that Penicillium varies more than the other two 
saprophytic genera in their susceptibility toward inhibition by the alka 
line medium. Also, subsurface colonies of Penicillium on the alkaline 


Fig. 3—The selective action of the alkaline medium tor T. mentagrophytes in 
the presence of Penicillium species 34. (Plates 4A and C, Sabouraud’s dextrose 
agar fu 5.5; plate B, alkaline medium; plates incubated for five and a half days 
at 34 C.). Plates 4 and B contain the same approximate inoculum of 104,000 
Penicillium species 34 mixed with 400,000 T. mentagrophytes. Plate C shows 
the spreading colonies of Penicillium on Sabouraud’s dextrose agar in a higher 


dilution. 


medium may be confused with the dermatophytes. However, the Peni- 
cillium colonies are fewer in number, smaller in size and do not spread 
(fig. 3, plate B). Table 1 shows the effectiveness of the alkaline medium 
in selecting IT. mentagrophytes from a mixed inoculum containing this 


dermatophyte and Penicillium sp. 34. 

Although the alkaline medium had been shown to be superior to 
Sabouraud’s dextrose agar in isolating dermatophytes from mixed cul- 
tures, it was still a question whether it would be effective when the 
saprophytic contamination was great and the numbers of pathogens 


Therefore, suspensions were prepared of A. niger and E. 


were small. 
This mixed 


floccosum 23, and known numbers of each were combined. 
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ispension was then inoculated into Petri dishes and poured with 
Sabouraud’s dextrose agar and the alkaline medium. When 166 E. 
ccosum 23 (counted on the alkaline medium) were combined with 
25,000 .\. mger (counted on the Sabouraud dextrose agar, using 
rial dilutions) and were poured with Sabouraud’s dextrose agar, 
he plates were black with A. niger growth in two and a half days, and 
ny potential colonies of pathogens would not have been able to appear. 
Such plates held for seven days showed no growth of pathogenic types. 
However, when the alkaline medium was used, 40 EE. floccosum 23 
lonies appeared, while about one half of the plate was covered with 


spergillus growth. The E. floccosum 23 inoculum was reduced from 


1.—The Selective Action of Sabouraud'’s Dextrose Agar and the Alkaline 
Vedium ona Mixture of T. Mentagrophytes and Penicilluum Species 34 
I plates incubat t days 
Dilutior Sabouraud’s Dextrose Agar 
ot - 
Culture Plates pu pu 10.0 
| ntagrophytes Plate all white Plate all white 
1:1! Plate all white Plate all white 
1:10) Plate all whit 10 colonies 
m sp. 34 ] Plate all green Plate all green 
1:10 Plate all greer 101 colonies 
1:14) Plate all greet 12 surface colonies 


oU small subsurtace 


colonies 


I’. mentagrophytes and Penicillium sp. 34 1:1 Plate all green Plate all green 
1:10 Plate all green S2 Penicillia 
mentagrophytes 
1:100 Plate all gree 19 Penicillia 
mentagrophytes 
Seven days at 54 C. tollowed by three days in the roo 


166 to 26, but failed to show growth on either medium when com- 

bined with the A. niger as above. It should be noted that the sapro 
hytic inoculum per Petri dish was high (125,000) and that FE. flocco- 
im 23 is the slowest growing of all the dermatophytes tested. 

Part .\ of table 2 gives the results obtained when 124,000 .\. niger 
ere combined with 3,440 and 344 T. purpureum and plated with the 
kaline medium. Where the ratio*! was 1 T. purpureum to 36 A. 
iger the entire alkaline plate was covered with T. purpureum growth, 

\. niger appearing only as a spot at the edge of the plate. No 
pathogenic growth occurred on the alkaline medium when the ratio 
is 1 T. purpureum to 360 A. niger; only Aspergillus grew. 


21. All the ratios presented in this paper are given as indications of the 


ttectiveness of the alkaline medium compared to Sabouraud’s dextrose agar 


5.5). They are not to be taken as definite mathematical data. 
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It was of interest to determine approximately the ratio of derma- 
tophytes to saprophytic fungi at which the dermatophyte would develop 
on the ordinary Sabouraud dextrose agar. When an inoculum of 344 
T. purpureum was combined with decreasing amounts of A. niger, 
the following results were obtained (table 2, part B): Growth of the 
dermatophyte did not occur when the ratio was approximately 3 or 
less T. purpureum to 1 A. niger. When the ratio was about 29 of the 
dermatophyte to 1 A. niger the dermatophyte showed growth on the 
unadjusted medium. 


TaB_e 2.—Predominance of A. Niger or T. Purpureum When Inoculated Together 
in Varying Amounts in Sabouraud’s Dextrose Agar and the Alkaline Medium 


A. Decreasing Alounts of T. Purpureum Plus a Constant Inoculum of 
A. Niger on the Alkaline Medium 
Amounts of Cultures 


A. niger + T. purpureum Alkaline Medium 


124,000 + 3,440 ; Pathogen (dermatophytes) Excellent growth 
Nonpathogen (saprophytes) Slight growth 
124,000 + 344 Pathogen (dermatophytes) No growth 
Nonpathogen (saprophytes) Very good growth 
B. Constant Inoculum of T. Purpureum Plus Decreasing Amounts of 


A. Niger on Sabouraud’s Dextrose Agar 
Sabouraud’s Dextrose Agur 


1,240,000 + o44 : Pathogen (dermatophytes) No growth 


Nonpatbogen (saprophytes) 


Excellent growth 


124,000 344 Pathogen (dermatophytes) No growth 
Nonpathogen (saproplhytes) Excellent growth 
12,400 344 Pathogen (dermatophytes) No growth 
Nonpathogen (saproplhytes) Excellent growth 
1,240 344 Pathogen (dermatophytes) No growth 
Nonpathogen (saprophytes) Excellent growth 
124 344 Pathogen (dermatophytes) No growth 
Nonpathogen (Saprophytes) Excellent growth 
12 344 Pathogen (dermatophytes) Very good growth 


Nonpathogen (saprophytes) 


Good growth 


Isolation from Inoculated Worn Leather—As the alkaline medium 
was to be used for the recovery of pathogenic fungi from unsterile 
insoles of worn shoes, dermatophytes were combined with leather, and 
their isolation was attempted with the use of Sabouraud’s maltose agar 
and the alkaline medium. Leather disks of 1 inch (2.5 cm.) diameter 
were cut from worn insoles and divided into two equal halves. One 
half of the disk was cut into small pieces, and these were suspended in 
water ; counts were made of the growth from both Sabouraud’s maltose 
agar and the alkaline medium. A dilute suspension of T. gypseum 


2 was then made and plated on both mediums. The remaining half 
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the disk from the cut insole was placed in a 10 cc. dilution bottle 
ntaining the dilute suspension of ‘IT. gypseum 2 and was 
aken with glass beads; the resulting suspension was plated. The 


results are shown in table 3. The counts *? of the suspension of T. 
eypseum 2 showed 14 colonies on a 1 to 100 plate of the alkaline 


spLE 3.—A Comparison Between Sabouraud’s Maltose Agar and the Alkaline 
VWedium as to Their Selective Action on a Mixture of T. Gypseum 2 and 
Horn Insole Leather Used as Source of Varted Saprophytic Flora 


Pour plates incubated at 34 C. 


Sabouraud’s Maltose Agar 


pu 5.5 pu 10.5 
Days Incubation Days Incubation 
5 5 ll 
Material Plate Mold Colonies Mold Colonies Mold Colonies 
Examined Dilution per Plate per Plate per Plate 
suspension of 1:100 25 green; Ys, of Many smal) colo- Many small colo 
ther alone plate covered with nies of green nies of green 
Aspergillus Penicillium Penicillium 
1:1,000 Agar completely 41 green 41 green 
covered with 
green mold 
1:10,000 6 green; 1 Asper- Few greeu, | white All green 
gillus 
Suspension of 1:100 Contaminated 14 14 
I. gypseum 2 
ture 1:1,000 0 0 
1:10,000 0 0 0 
Suspension of 1:100 Agar covered with 32 white (pathogens) White mold over- 
gypseum 2 green and black molds growing green 
pius leather 
1:1,000 4 green; 4% plate 10 white (patho- 17 white; white 
covered with gens); 18 green mold overgrowing 
black mold green 
1:10,000 0 2 white (patho- 1 white, 30 green; 


gens), 7 green white mold over- 
growing green 
medium after both five and eleven days’ incubation at 34 C. The 
unadjusted plates were contaminated, and no count of the suspension 
was obtained on this medium. The platings of the leather suspension 
howed Penicillium and Aspergillus on unadjusted agar and only Peni- 
lium on the alkaline medium. Platings of the suspension of leather 
and T. gypseum 2 showed only Aspergillus and Penicillium on Sabour- 


22. Counts were made by the dilution plate method, although the inaccuracies 
his method for fungi are recognized. 
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aud’s agar, with no dermatophytes present, whereas growth of .the 
dermatophyte was obtained on the alkaline medium. The only sapri 
phytic fungus present was Penicillium, but the colonies were smal 
and did not show spreading growth. These results were obtained afte 
five days’ incubation, while after eleven days’ incubation T. gypseum 2 


was overgrowing the green Penicillium colonies. 


COMMENT 


The alkaline medium has been successfully used in this laborato: 
for the reisolation of dermatophytes that had been inoculated on leathe: 
and treated with fungicides. In these studies the leather frequentl, 
was from worn shoes and carried a varied and heavy contamination 
bacteria and saprophytic fungi. Experience in these tests corroborated 
the previous experimental findings in that most of the saprophytic fung: 
were inhibited so as not to interfere with the pathogens. ff the sapro 
phytes that grew, Penicillium most often appeared on the plates, th 
colonies of which were small and nonspreading. This allowed growt! 
of the dermatophytes to appear, which growth may be due to the presence 
of more space in the medium and/or to less antagonism produced by 
other fungal growth. It has been observed that whereas the Penicilliun 
overgrows the surface of Sabouraud’s dextrose agar it is the dermato 
phyte that usually overgrows the Penicillium colonies on the alkalin: 
medium. 

Rhizopus practically never appears, while Aspergillus may appear 
as small surface colonies. The spore formation of such saprophytes as 
Aspergillus and Penicillium is also inhibited. Aspergillus first appears 
as yellow and Penicillium as white colonies. Growth is also slower 01 
the alkaline medium than on unadjusted Sabouraud’s dextrose agai 
and plates may appear sterile for three days before growth begins t 
appear, for py 10.5 is by no means the optimum py for the growth o1 
the dermatophyte but was derived from the study of py tolerance. After 
‘three days’ incubation, growth proceeds more rapidly. General obser 
vations indicate that more colonies of the dermatophytes may be fluffy 
on the alkaline medium than on Sabouraud’s agar, but granular colonies 
will also appear. If the fluffy colonies are transferred to ordinary 
mediums as soon as growth appears, granular colonies often develop. 

Penicillium) may appear as small white subsurface colonies when 
inoculated plates have been poured with the alkaline medium and 
might be mistaken for colonies of dermatophytes. Nevertheless, the 
streaked plate” method. 


“pour plate’? method is to be preferred over the 
for the saprophytic fungi produce a more rapid and profuse growth 
when streaked on the surface of the alkaline medium than when plates 
are poured, and a much better selection of dermatophytes is obtained 
by use of the pour plate method. 
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I:xperience has shown that the alkaline medium gives best results 
en incubated at 34 C. for tive and a half to six days. -\fter this time 
ites are counted, and suspicious colonies picked to ordinary Sabour 
ud’s dextrose agar, or the plates are incubated for longer periods except 
en they already show overgrowth with colomes of saprophytic fungi. 
saprophytic fungi may overgrow any dermatophytes present when incu- 
ation extends beyond six days; hence the plates must be examined 
iter five and a half to six days. .\ temperature of 37 C. is not recom 
ended because of a slightly greater inhibiting effect on the dermato 
hytes. Fluctuating “room” temperatures also are not recommended, 

\spergillus and possibly other saprophytes are favored. Hydrogen 
ion concentrations higher than fp; 10.5 are not more effective in inhibit 
ing Penicillium. The alkaline medium is not buffered, and the p,;, of the 
sterile agar in a Petri dish incubated at 34 C. drops to about py 94 

ithin one day and remains at approximately py 9.0 thereafter through 
he fourteenth day. Further studies on the importance of this factor 
re In progress. 

The alkaline medium has also been used for the isolation of dermato 
phytes from normal worn shoes. Numerous examinations of worn 
shoes in this laboratory and elsewhere have shown the presence of sapro- 
phytic molds in large numbers, particularly on the insole. Hereto 
tore there has been no technic by which the numbers of dermatophytes 

shoes could be determined, and no such data have yet been compiled 
to our knowledge. Undoubtedly the numbers will vary widely under 
different conditions of infection, perspiration, foot sanitation and other 
factors. It 18 likely that in many instances the numbers of dermato- 
phytes will be small in relation to the numbers of saprophytic fungi; so 
that in order to detect the dermatophytes platings must be made in low 
dilutions. Therefore, it is especially interesting to record the results of 
a study using the alkaline medium for the examination of worn. shoes. 
Reed ** has isolated seventeen pathogenic fungi of Tricophyton, Epi- 
dermophyton and Microsporum genera from twenty-five pairs of shoes 
and twelve pairs of socks using our alkaline medium. In his work 
Sabouraud’s dextrose agar was used along with the alkaline medium, 
and in no instance was a dermatophyte found on the unadjusted plates. 

Cultures of dermatophytes contaminated with saprophytic molds 
have been regained in pure culture by use of the alkaline medium. A 
successful procedure has been to make a transfer of a piece of the con- 
taminated dermatophyte colony into a small bottle containing sterile 
water and glass beads. This is shaken and then plated with the alkaline 


medium. 


23. Reed, E. L.: A Study of the Microflora of Shoes, Socks and Feet: 
\faster of Science Thesis, University of Maryland Library, 1943, unpublished data. 
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Preliminary tests in the use of alkaline agar slants for the isolation 
ot dermatophytes from cutaneous scales contaminated with saprophytic 
fungi have been successful. The freshly prepared,alkaline slants (or 
solidified agar plates) may be implanted with scrapings of skin and 
incubated as we have described. Further studies along these lines and on 
the use of bacterial inhibitors are contemplated.** 

The correlation between pathogenicity and py, tolerance is striking 
in the data presented here. This relationship is not in disagreement 
with any of the various studies reviewed in the historical part of this 
paper, concerning the py tolerance of fungi, the differences in py toler 
ance between enzymes of dermatophytes and a saprophytic fungus (sucl 
as A. niger), the alkalinity of areas (such as the interdigital spaces 
of the foot) favoring growth of the dermatophytes or the subsequent 
clearing of infections of the scalp after puberty has increased the con- 
centration of hydrogen ions in sweat from the scalp. 

Tate's work ® showing the presence of a trypsin-like enzyme it 
pathogenic fungi is significant, since this may explain why the dermato- 
phytes are capable of growing comparatively well on the alkalin 
medium while the saprophytic fungi, such as R. nigricans, -\. nige: 
and Penicillium, generally do not. The relationship between patho 
genicity and a tolerance of alkalinity is further supported by studies 
to be reported later with virulent and nonvirulent bacterial cultures 
of the same species. 

SUMMARY AND CONCLUSIONS 

The inhibition of saprophytic fungi by the alkaline medium whil 
allowing the dermatophytes to grow is of interest: 

1. A medium of high alkalinity (initial p;; 10.5) has been pre- 
sented for the isolation and counting of dermatophytes when in th 
presence of rapidly growing saprophytic fungi. ~ 

2. Evidence has been presented to show that the medium usually 
inhibits R. nigricans entirely, A. niger considerably and Penicillium Sp 
to an appreciable extent while allowing the dermatophytes to grow. 
This enables isolation and detection of dermatophytes when it would bi 
difficult or impossible to do so on ordinary Sabouraud’s dextrose agar. 

3. Preliminary results have shown the alkaline medium to be advan- 
tageous in the isolation of dermatophytes from cutaneous scales when 

24. At times bacterial growth on the alkaline medium is profuse, and the us 
of 0.05 per cent copper sulfate, as suggested by Ch'in (Ch’in, T. L.: Potassiun 
Tellurite and Copper Sulfate in Sabourdud’s Medium for Isolation of Pathogenic 
Fungi, Proc. Soc. Exper. Biol. & Med. 38:700-702 [June] 1938), to inhibit bac- 


teria in Sabouraud’s dextrose agar may be of value in the alkaline medium. 


i 
| 
j 
| 
| 
| 
i 
| 
| 
| | 
| 
| 
i 
] 
| 
| 
| 


ATOPHYTES 495 


LEISE-JAMES—ISOLA! ION OF 


yprophytic fungi are present as compared with Sabouraud’s dextrose 
var of unadjusted 
4 Contaminated cultures of dermatophytes may be purified by use 
the alkaline medium. 

5. The relationship of Px pathogenicity has been emphasized. 

Mr. E. L. Reed assisted in certain of the experiments 

Department of Bacteriology, 


nn 


Present address : 189 West Madison Street, Chicag: 


Yale University School of Medicine, New Haven, 
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ELECTROSURGICAL REMOVAL OF PLANTAR WARTS 
(LOOP TREATMENT) 


FLORENTINE L. KARP, M.D. 
NEW YORK 


PRELIMINARY report on a method of treatment for plantar 
warts by electrosurgical removal was published in 1942." It 
covered observations for only 21 patients. Since that time I have 
treated 106 additional patients with the same method; therefore, the 
conclusion drawn in the preliminary report can be considered now as 
well established. 
Phe high frequency cutting current is used as a means to destroy 
the plantar wart, and the source of the current should be a long wave 


diathermy machine capable of producing a cutting current of the neces 


sary quality and quantity. Short wave diathermy machines are not 
generally satisfactory for the purpose. There are two principal reasons 
for this: 


1. Because of the extremely short wavelength, standing waves are 
produced on the electrode, as a result of which a machine which may 
have been properly calibrated on tissue specimens no longer holds its 
calibration when applied directly to the patient. This makes the 
adjustment, tuning and setting of the machine altogether too critical and 
too uncertain for a successful surgical technic. 

2. The extremely high frequency of the short wave currents results 
in a tremendous reduction in the electrical impedance of the tissue at 
the point of contact of the cutting instrument. This causes a dispersion 
of the current from the cutting instrument in all directions, with a small 
heating action resulting in a shallow coagulation. In consequence, the 
coagulated sheath of tissue which walls off the nutrient channels of the 
growth in a proper electrosection is missing, and the required destruc- 
tion of the growth is not accomplished. 

The technic (which is simple) was described in the preliminary 
report. 

As regards the indifferent electrode, it should be noted that in some 
cases It may be preterable to place it in direct contact with-the body of 
the patient, depending on the make of the high frequency apparatus used. 


From the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital, Dr. George Miller MacKee, Director. 


1. Karp, F. L., and Frank, S. B.: Electrosurgical Removal of Plantar Warts, 


Arch. Dermat. & Syph. 45:328-333 (Feb.) 1942. 
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In these cases, in order to avoid a possible spark and therefore a possible 
burn, this electrode should be covered with a laver of K-Y lubricating 
elly or a lather of ordinary shaving cream. The electrode is then 
tightly applied to the lower part of the corresponding leg. 

In concluding this report, I wish to say that out of the total of 127 
patients (some with multiple lesions) treated with the loop method only 
patients many had received previous treatments, including roentgen 
irradiation, without benefit. 

The percentage of cures in the 127 patients is 95.51 per cent. All 


warts were of the common plantar type. No mosaic plantar warts were 


treated. 


20 West Eighty-fourth Street 


7 have not responded favorably to the treatment. In this series of 127 
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TYROTHRICIN IN THE TREATMENT OF DISEASES 


OF THE SKIN 
ANDREW G. FRANKS, M.D., LL.B. 
NEW YORK 
AND 
WILLIAM L. DOBES, M.D. 
AND 


JACK JONES, M.D. 
ATLANTA, GA. 


ITH the isolation of agents which are antagonistic to pathogenic 

nucro-organisiis, extensive investigation has been carried out i: 
order to best utilize these antibiotics. Startling and almost miraculous 
results have been obtained by penicillin, which was isolated by Fleming 
in 1929. R. J. Dubos? in 1939 first reported on the germicidal agent 
tyrothricin extracted from cultures of a soil bacterium. It is our pur 
pose to review the results obtained in the treatment of some cutaneous 
diseases with the use of wet dressings and ointment containing tyr 
thricin. 

The tyrothricin obtained was the concentrate which when properly 
diluted yielded an isotonic solution which contained 0.5 mg. of tyro- 
thricin per cubic centimeter. This was obtained in 20 cc. vials and was 
diluted to 1,000 cc. with sterile distilled water. This was applied to the 
atfected areas as a wet dressing, so that the lesions were constantl) 
dampened with the tyrothricin solution. To prevent the solution from 
evaporating rapidly the saturated gauze was well covered with oil cloth. 
For the ointment applications, each gram of greaseless base containing 
0.3 mg. tyrothricin in true solution was used. 

Forty-seven patients with the following cutaneous infections were 
used as subjects for therapeutic trial: 


No 

Disease of Cases 
Sycosis vulgaris. 
Acne (pustular)...... 5 


Impetigo contagiosa.. . 8 
Dermatitis seborrheica with secondary infection ies . 4 


Fungus (trichophyton) secondarily infected baisiek 


1. Fleming, A.: On Antibacterial Action of Cultures of Penicillium with 
Special Reference to Their Use in Isolation of B. Influenzae, Brit. J. Exper. Path. 
10:226 (June) 1929. 

2. Dubos, R. J.: Bactericidal Effect of Extract of Soil Bacillus on Gram 
Positive Cocci, Proc. Soc. Exper. Biol. & Med. 40:311 (Feb.) 1939, 
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No 
Disease of Cases 

Decubitus ulcer.. 5 
Pyoderma (children). 
Dermatitis repens... 2 
Acrodermatitis perstans 
Nummular eczema........ 


Our intention was to determine the effectiveness of tyrothricin in 
the treatment of disease caused by pyogenic organisms or in diseases 
n which there was secondary invasion by these organisms. As far as 
‘ould be determined, no reports have been rendered on some of these 
dermatologic diseases. (The table shows that 47 patients were treated 
hy local medication.) In most of these cases it was possible to identify 
in organism or the organisms which could be tested by biologic assay. 
[he treatment consisted of application of wet dressings or ointment of 
tyrothricin. In the 7 patients with sycosis vulgaris who had previously 
heen treated with roentgen therapy, vaccine and ointments the response 
was good and almost immediate. In all of the cases, however, tyro- 
thricin failed to prevent recurrences. In 1 case, of several vears’ dura- 
tion, wet dressings aggravated the eruption. 

In the cases of pustular cystic acne in which Staphylococcus aureus 
was cultured little improvement resulted from the use of wet dressings 
ind ointment containing tyrothricin. The wet dressings were applied 
three times daily. The ointment was applied at night. No permanent 
beneficial improvement resulted. The use of tyrothricin locally in this 
type of acne was of no avail. . 

Local treatment was used with dramatic results in 8 cases of impetigo 
contagiosa. Treatment consisted of application of wet dressings and 
yrothricin ointment. In these cases Staph. aureus and Streptococcus 
pyogenes were recovered. Tyrothricin assay indicated that these organ- 
isms would respond promptly to such therapy. All of these cases 
responded on an average in six days. 

In a group of 12 cases, 2 of which were cases of ecthyma from which 
Staph. aureus and beta hemolytic streptococci were recovered, wet dress- 
ngs of tvrothricin gave temporary superficial improvement. Once crusts 
began to form tyrothricin failed to heal the lesion. In 4 cases of sebor- 
rheic dermatitis and 6 cases of fungous infection, which were obviously 
secondarily infected, decided improvement resulted from tyrothricin 
therapy. In those cases in which the hemolytic streptococcus could be 
recovered, the infection cleared promptly. Little effect was noted on the 
primary cutaneous disorder. In a small series of cases of variable erup- 


tions, consisting of pyoderma, dermatitis repens, acrodermatitis perstans 
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nd nummular eczema, the results were of some value. Beneficial 
esponse was obtained in 3 cases of pyoderma and in 2 cases of derma- 
itis repens. Complete failure followed the use of t\ rothricin for acro- 
ermatitis perstans and nummular eczema. 

\ series of 5 cases of paraplegia were also studied. All of these 
patients had traumatic myelitis. Complicating their spinal injuries they 
had many decubitus ulcers of varying sizes. The usual location of the 
ulcer was about the sacrum. Other sites involved were the anterior 
rest of both ilia, the knees and the heels of both feet. Tyrothricin as 


wet dressing was used in this group for a period of two to four 


( 


weeks so that the ulcer could be prepared for plastic repair. Various 
organisms were recovered, among them Bacillus pyocaneus, Bacillus 
coli, Strep. viridans and Bacillus proteus. The results were irregular. 
lhe lesions did improve in appearance and in the disappearance of 
the foul exudate. Plastic surgery was made easier by preliminary 
applications of tyrothricin and wet dressings. ‘This compared favorably 
with the results obtained by local penicillin therapy... In all cases further 
surgical intervention was required for the complete cure of the ulcer. 
Tyrothricin was found of some use in these cases. In no case did the 
ulcers become free of the organisms under this treatment. 


COMMENT 

Tyrothricin extract consists of at least two substances—gramicidin 
and tyrocidin. In vitro tyrothricin exhibits its effect primarily against 
vram-positive bacteria. A slight bactericidal action against gram-negative 
organisms also occurs. Gramicidin exerts its effect only on the gram- 
positive bacteria. Tyrocidin exhibits a bactericidal effect against both 
the gram-positive and the gram-negative organisms. Herrell and 
Heilman * used tyrothricin in the treatment of a few localized infections. 
Results were not completely satisfactory. Infection caused by hemolytic 
streptococci seemed to respond most readily. Our results were similar. 
In the eruptions that were secondarily infected with the hemolytic 
streptococci the response was good. Twelve patients with localized 
ulcers were studied by Rammelkamp* in 1942. Good results were 
obtained in 9 cases. The lesions became sterile after several days of 
treatment. Rankin * treated 6 patients with ulcers of the skin and had 
satisfactory results in 5. In our cases improvement occurred only in 
superficial lesions, such as those of impetigo contagiosa. Benefit was 


3. Herrell, W. E., and Heilman, D.: Experimental and Clinical Studies on 
(sramicidin, J. Clin. Investigation 20:583 (Sept.) 1941. 

4. Rammelkamp, C. H.: Use of Tyrothricin in the Treatment of Infections, 
Var Med. 2:830 (Sept.) 1942. 

5. Rankin, L. M.: Use of Tyrothricin in Treatment of Ulcers of the Skin. Am 

Surg. 65:391 (Sept.) 1944. 
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obtained in other diseases such as sycosis vulgaris, ecthyma and 
infected dermatoses. Complete cures were the exception. No patients 
with stasis ulcers were treated. The effectiveness of this form of therapy 
is modified by the presence of inhibiting substances such as pus, serum 
or gram-negative bacteria. The accessibility of the sensitive organism 
to the tyrothricin also influences its effect. 

No serious toxic reactions were encountered following the clinical 
administration of tyrothricin in our cases. In only 2 cases was local 
discomfort noted after repeated wet dressings. In 4 cases a contact 
dermatitis developed following the use of the ointment. This was 
believed to be due to sodium ethyl mercurithiosalicylate 1 :40.000 
contained in the ointment, used as a preservative. One halt of our 
patients were treated with the tyrothricin ointment to which the 
preservative was not added. No reaction appeared in these cases. The 
preservative did not seem to influence the stability or effectiveness of 
the ointment. 

Biologic assay was carried out with the various organisms identified 
in the lesions. The organism employed as a standard was Staphylococcus 
aureus haemolyticus, which required 0.06 units of penicillin to inhibit 
its growth. Growth of the same organism was inhibited by 0.06 per 
cent of tyrothricin. The tyrothricin assay was performed by the 
standard serial dilution method. In several of the cases from which 
organisms were isolated dilute solutions less than that required for the 
inhibition of standard Staph. aureus haemolyticus was found sufficiently 
effective. These tests in vitro indicate that at least gram-positive 
organisms respond rapidly; the gram-negative organisms were little 
affected. B. proteus and B. pyocaneus which were isolated from the 
cases of decubitus ulcer failed to show any inhibition by the serial 
dilution method. In contrast, these cases showed that the clinical 
response was meager in comparison with that obtained in vitro. This 
was perhaps due to the inaccessibility of the pathologic process, which 
did not come in contact with the active antibiotic agent. 


SUM MARY 

Cutaneous lesions in 47 patients were treated by application of wet 
dressings and ointment containing tvrothricin. This drug was found to 
be effective in impetigo contagiosa, pyoderma and dermatitis repens, but 
of limited benefit in sycosis vulgaris, ecthyma, acrodermatitis perstans, 
nummular eczema and secondarily infected eruptions. Tyrothricin 
therapy in our opinion is of little practical value in the treatment of 
the ordinary diseases of the skin. Only superficial inflammatory 
eruptions may be adequately treated. Secondarily invaded eruptions 
may also respond, especially if caused by the staphylococcus or 


streptococcus. 
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NEVUS FLAMMEUS WITH GLAUCOMA 


MAJOR S. GOLDBERG 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


€. LAUCOMA associated with nevus flammeus has been described in 
J ophthalmologic literature from time to time, but apparently little 
reference is made in dermatologic reviews. 
This report adds but 1 more case to a still relatively small series 
reported cases. It is also intended to awaken interest in the dermatol- 


gist who has an opportunity to see many cases of facial nevi. 


REPORT OF A CASI 


\ 24 year old master sergeant was admitted to a general hospital on Sept. 17, 
1942. Two months prior to admission he had appeared for a routine examination. 

was found to have defective vision. 

[he patient stated that he had always been fond of hunting and in his “teens” 
is a good marksman. About 1939 (three years before admission) his aim 
came inaccurate because of blurred vision. In 1940 glasses were prescribed by a 
nmedical refractionist. His vision apparently remained the same (sympto- 

matically) and glasses were used only sporadically. No pain nor discomfort was 
ever present. 

Physical examination revealed nothing significant except for the ocular defects 
nd the nevus. The blood count and the results of urinalysis were normal. The 
serologic reaction for syphilis was negative. The nevus was a typical port wine 
mark involving the right side of the face, extending from the brow above the 
ight eye (including the lids and over to the outer rim of the orbit) down to the 
per lip. The conjunctiva was free of involvement. There were no deformities 
' the globe and no nevoid involvement. 

Results of ocular examination were as follows: vision right 8/200 eccentric, 
lett 20/20; normal conjunctivas and scleras; anterior chambers of equal depth; 
intraocular tension (MacLean) right 55 mm., left 32 mm.; the right temporal 
tield was limited to a temporal island abutting the- fixation points and the left 
visual field and blindspots were normal; the right disk was deeply excavated 
id atrophic. 

\n attempt was made to reduce the pressure first with pilocarpine, then 

physostigmine salycilate and alternating 2 per cent pilocarpine and 1 per 

nt phyostigmine salycilate every hour. There was no demonstrable change in 

pressure. A sclerocorneal trephinement was performed on October 30. The post- 
perative course was uneventful 

rhe patient was last seen Dec. 3, 1942. The vision was 15/200, and intraocular 
ension was normal. An attempt was made to follow the course of this patient, 
it follow-up records were not available. In a personal communication from the 
itient, no longer in the army, I was informed that he was under medical supervisio1 


that the intraocular tension was below normal. 
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COMMENT 

The usual response of glaucoma to therapy is reported as unsatis- 
factory. No adequate appraisal of the surgical procedures in this case 
is warranted. The factors in the production of simple glaucoma associ- 
ated with nevus flammeus are unknown and seem quite unrelated to those 
resulting in a buphthalmic eve. 

Two publications are noteworthy for excellent reviews of the litera- 
ture, one by A. J. Ballantyne,’ of Glasgow, Scotland, and the other by 
O’Brien and Porter,? of Iowa City. 

Schirmer * in 1860 was the first to report the association of glaucoma 
and nevus flammeus. It was not until 1879 that a second case was re- 
ported, by Sturge.* The literature has slowly increased until some 70 
cases have been reported through 1944. 


An interesting feature of this syndrome is the variegated ocular 


response—namely, nevus flammeus with buphthalmos, with simple 
glaucoma, with secondary glaucoma, with pseudoglaucoma and with 
cerebral disease. 

The first reported case, that of Schirmer, was one of buphthalmos 
(infantile glaucoma) in which he described a capillary nevus affecting 
the skin of the face and trunk and the mucous membranes of the eye, 
nose, mouth and pharynx, associated with buphthalmos of the left eye. 
There was decided dilatation of the retinal veins. The case of Horrocks ° 
was that of a 9 vear old girl with a nevus of one side of the face, includ- 
ing the lids. The conjunctival and. retinal vessels were dilated, and 
epileptiform convulsions of the opposite side were also noted. In the 
case of Sturge, glaucoma was present with a “port wine” mark of the 
face. It is not clear that this was a true buphthalmos. Epileptiform con- 
vulsions were also present. : 
In 1923 Duschnitz," Salus,* Safar * and Lowenstein ‘ 


reported cases 


of nevus flammeus associated with simple glaucoma. Salus reported 2 


1. Ballantyne, A. J.: Buphthalmos with Facial Naevus and Allied Conditions, 
Brit. J. Ophth. 14:481, 1930. 

2. O'Brien, C. S., and Porter, W. C.: Glaucoma and Naevus Flammeus, Arch. 
Ophth. 9:715 (May) 1933. 

3. Schirmer, R.: Ein Fall von Teleangiektasie, Arch. f. Ophth. 7 (pt. 1): 
119, 1860. 

4+. Sturge, W. A.: A Case of Partial Epilepsy, Apparently Due to a Lesion of 
One of the Vaso-Motor Centres of the Brain, Tr. Clin. Soc. London 12:162, 1879 

5. Horrocks, P.: A case of Facial and Ocular Naevus, Tr. Ophth. Soc. U. 


Kingdom 3:106, 1883. 

6 Duschnitz: Rechtseitiger Naevus flammeus mit Glaukom, abstracted, 
Ztschr. f. Augenh. 50:246, 1923. 

7. Salus, R.: Glaukom und Feuermal, Klin. Monatsbl. f. Augenh. 71:305, 1923. 
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ase of unilated facial nevus with involvement of the conjunctivas 
nd lids and with excavation of the disk on the same side. 

Duschnitz reported a case of similar involvement in an 11 year old 
irl. Thus these reports introduced a new aspect in showing that the 
‘Jaucoma may come on later in life and may not be congenital. 

The clinical picture of secondary glaucoma is derived from the pres- 
ence of intraocular involvement. In the reported cases, there has been 

oted massive angioma of the choroid with or without retinal detach- 

ent or hemorrhages. Related to this syndrome is von Hippel’s 

Lindau’s) syndrome through angiomatosis of the retina and the presence 
of congenital vascular disease of the nervous system. 

Ballantyne in his review credited Sturge (1879) with relating the 
nevoid condition of the vessels of the face to that of the brain. Cushing ?" 
expressed the opinion that the facial nevus has a tendency to follow along 
the course of the trigeminal nerve, and he was first to prove the pres- 
ence of meningeal nevi. It is possible that the intraocular involvement of 
buphthalmos is similarly effected. In cases with attendant cerebral 
inanifestations, roentgenography of the skull may reveal calcification. 
Calcification is not a constant finding, particularly if the case is observed 
early. 

SUMMARY 

From a review of the literature several features are revealed. Glau- 
coma is associated with facial nevus only if the nevus involves the lids 
or other ocular structures. 2. The causative factors in the production 
of glaucoma are not always the same. 3. Facial nevus is often associ- 
ated with meningeal involvement and frequently follows distribution of 
the trigeminal nerve. 4. The glaucomatous process is usually of the 
infantile type (buphthalmos), but it may be a chronic simple glaucoma 
developing later in life. 

&. Safar, K.: Histologischer Beitrag zur Frage des ursachlichen Zusammen- 
anges zwischen Hydrophthalmus congenitus und Naevus flammeus, Ztschr. f. 
ugenh. 51:301, 1923. 

9. Lowenstein, A.: Aussprache, abstracted, Klin. Monatsbl. f. Augenh. 70: 


1923. 


10. Cushing, H.: Cases of Spontaneous Intracranial Hemorrhage Associated 


ith Trigeminal Nevi, J. A. M. A. 47:178 (July 21) 1906. 
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Clinical Notes 


EXFOLIATIVE DERMATITIS ASSOCIATED WITH AMEBIC DYSENTERY 
FRANK G. WITHERSPOON, M.D., ST. LOUIS 


A patient with an exfoliative dermatitis of three years’ duration was recently 
treated at the Barnard Free Skin and Cancer Hospital. During his stay at the 
hospital, it was discovered that he had an Endamoeba histolytica infection of the 
intestinal tract. Successful amebacidal therapy brought about a dramatic improve- 
ment in the eruption. 

REPORT OF A CASE 

R. C., a white farmer aged 54, was admitted to the Barnard Free Skin and 
Cancer Hospital on May 17, 1945 and discharged on July 16. 

History.—Three years prior to his present entry into the hospital, the patient 
had an eruption after he had sprayed tobacco with paris green. Although the 
patient had used no paris green since then, the eruption persisted. A year late 
a gastrointestinal disorder developed, during which time diarrhea, abdominal pain 
and bloody stools were present. Six months later (eighteen months after the onset 
¢ the eruption) the patient was first admitted to the Barnard Hospital; a roent 
genologic examination of the gastrointestinal tract revealed no demonstrable lesions. 
Biopsy of a specimen from the rectum showed only chronic proctitis. At this 
time the dermatologic picture was one of contact dermatitis, with the face, neck, 
arms and trunk involved in a weeping eczematous eruption, but there was no exfoli- 
ation. The patient showed only slight improvement during hospitalization and was 
discharged after three weeks. The treatment during this hospitalization and subse- 
quently while he was an outpatient consisted of routine palliative measures, sooth- 
ing lotions and starch baths. No benefit was derived from this therapy, and the 
patient’s condition grew steadily worse. 

On his recent admission, the eruption had developed into an exfoliative derma- 
titis. For several months flaking and scaling of the skin had been present. This 
condition had become worse until a generalized exfoliation was present, with a 
weeping eczematous eruption of the extremities. Pruritus became intense, and 
sleep was virtually impossible. He had lost 35 pounds (16 Kg.) in recent months. 

Examination.—The patient was a fairly well developed but poorly nourished 
man. His skin was wrinkled and lichenified. Exfoliation was general but greatest 
on the face and extremities. A weeping eczematous eruption of the forearms, 
inguinal region and legs was present. The hands were hyperkeratotic, and deep 
fissures were present on the joints of several fingers. The dorsa of the feet were 
fissured. Small areas of leukoplakia were present in the mouth, and the teeth 
were carious. The heart was slightly enlarged, and the blood pressure was 155 
systolic and 105 diastolic. There was some tenderness on palpation of the abdomen 
in the umbilical region and in the left lower quadrant. Several large hemorrhoids 


Studies, observations and reports from the Department of Dermatology of the 
Barnard Free Skin and Cancer Hospital and the Department of Dermatology, 
Washington University School of Medicine, Service of Dr. M. F. Engman Sr. 
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ere present, and the prostate gland was hard and slightly enlarged. A small 
ernia Was present in the right inguinal region. 

Laboratory Data.——The urine was normal, and serologic reactions were nega- 
ve on admission. The hematologic findings on May 17, 1945 were as follows: 
emoglobin, 69 per cent; red blood cells, 3,110,000 per cubic millimeter, and white 
lood cells, 19,600, with 42 per cent segmented polymorphonuclear leukocytes, 
22 per cent nonsegmented polymorphonuclear leukocytes, 10 per cent eosinophils, 2 
er cent basophils and 24 per cent lymphocytes. On June 8, 1945 the stool con 
tained motile forms of E. histolytica and on June 23 no organisms. Prior to this, 
two gastrointestinal roentgen ray examinations revealed normal conditions. On 
ily 4, 1945, an examination of the blood showed: hemoglobin, 78 per cent; red 
blood cells, 4,650,000, and white blood cells, 7,750, with 70 per cent segmented 
lymorphonuclear leukocytes, 4 per cent nonsegmented polymorphonuclear leuko- 
yvtes, 2 per cent basophils, 22 per cent lymphocytes and 2 per cent monocytes. 

Treatment.—Daily starch baths and various lotions were used with little success 
r two and one-half weeks. When amebiasis was discovered, treatment was 
gun with emetine hydrochloride, 1 grain (0.06 Gm.) daily, hypodermically, and 
iniofon, in doses of 4 grains (0.26 Gm.) three times a day, the drugs being 
given concurrently. This dosage was maintained for ten days. The diarrhea had 
ased by the end of the third day of treatment, and the abdominal symptoms 
lisappeared before the end of ten days. The pruritus decreased gradually, and 
gain in weight progressed rapidly. In six weeks 20 pounds (9 Kg.) had been 
gained, and the dermatitis has practically disappeared. During this time only 
starch baths and soothing lotions were given, such as had been used for som 
eighteen months without success 

COMMENT 

It seems significant that a severe chronic dermatitis should yield to no treat- 
ment for three years and then show a 90 per cent improvement in six weeks 
vhen amebiasis was discovered and properly treated. Although eosinophilia is not 
mmmonly associated with’ amebic infection, the blood picture showed 10 per cent 
eosinophils on the admission of the patient. This percentage dropped to zero after 
successful therapy of the amebiasis. 

SUMMARY 


A case of extoliative dermatitis with an associated amebic dysentery is described 
On successful treatment of the amebic infection great improvement in the derma- 
logic condition occurred. A search of the available literature has revealed no 


Mmllar case 


TREATMENT OF VARICOSE ULCERS WITH SILVER-COATED 
ADHESIVE TAPE 


FRITZ B. REIF, M.D., NIAGARA FALLS, N. Y 


rhe use of silver foil in the treatment of varicose ulcers was first recommended 
Ludwig Isaak (Dermat. Wehnschr. 92:807 [May 30] 1931). In his paper on 
fective treatment of various ulcers of the leg (ArcH. Dermat. & SypH. 41:530 
March] 1940) Isaak again described his technic: After the surrounding skin 


protected with a thick laver of paste of zinc oxide the ulcer is covered with 


few layers of thin genuine silver leaf and then with a thick layer of cotton 


| 
. 
| 
| 
| 
| 
| 
| 


508 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


and bandaged tightly. To my knowledge, no further publications on the use oi 
silver foil have appeared since. 

The main reason that this method did not meet with the approval which it 
deserves seems to be the difficulty in handling the very thin and easily torn foil 
‘he Duke Laboratories distributed a silver foil on a rigid pink cloth backing 
(Argentoplast, Beiersdorf), but their supply was exhausted long ago. 

After some experiments with other material I found the following method 
simple and satisfactory : 

A piece of adhesive tape—for larger ulcers strips of adhesive tape—slightly 
larger than the ulcer is pressed onto the silver foil, which sticks to the tape. The 
silver foil is then cut along the edges of the adhesive tape, and the silver-coated 
tape 1s placed over the sore. It is reenforced with more layers of plain adhesive 
tape to exert the necessary pressure. For ulcers with much discharge I cover 
the surrounding skin with paste of zinc oxide (as done by Isaak) or with petrolatun 
The adhesive tape is covered with a gauze pad and absorbent cotton and kept in 
place by means of a tight bandage. The leg up to the knee is supported by an elastic 
bandage (Tensor bandage). 

It is well known that the genuine metallic silver has a_ bactericidal effect 
Laboratory tests with the silver foil I used did not show any bacterial growth. 

Slight maceration of the skin by the discharge which occasionally occurs is 
easily controlled with wet dressings, preferably with a silver nitrate solution 
(1: 1,000), applied for a twenty-four hour period. 

The method may be useful not only in the treatment of varicose ulcers but 
also, for the stimulation of growth of granulation tissue and of epithelial cells 


in slowly healing wounds. 


Pine and Main streets. 
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Abstracts from Current Literature 


Epitep spy Dr. HERBERT RATTNER 


NTGEN THERAPY OF Borck’s Sarcorp. Ernst A. Ponte, Lester W. Pavt 
and ELizABetH AA. Clark, Am. J. M. Se. 209:503 (April) 1945. 


Pohle and his associates point out the conflicting nature of reported opinions 
s to the effectiveness of roentgen radiation for various manifestations of sarcoid, 
ind they record their own experiences. Fourteen patients have been treated by 
rays in the Department of Radiology at the State of Wisconsin General 


centgen 
the chest; 8 of these have been 


{ospital for lesions of Boeck’s sarcoid on 
bserved sufficiently long to warrant certain preliminary conclusions. Within the 


eriod of observation, 6 of the & have shown definite roentgenologic evidence 


improvement. 


Pie TREATMENT OF TULAREMIA WITH INTRAVENOUS BISMUTH SopruM TARTRATI 


Witt W. Jackson, Am. J. M. Sc. 209:513 (April) 1945 


Sixty-one consecutive cases of tularemia of various types are reported; all 
patients recovered promptly after intravenous injections of a solution of bismuth 
sodium tartrate especially prepared for intravenous application. (Jackson reports 
that he has given ninety thousand intravenous injections of bismuth without serious 
reaction.) The author emphasizes the benefit from prompt initiation of therapy, 
even before the diagnosis has been confirmed by laboratory examinations. 


\ CrinicaL Stupy oF SENSITIVITY TO SULFATHIAZOLE. GERALD T. KENT and 


Herpert W. Am. J. M. Sc. 209:6040 (May) 1945. 


Untoward reactions were observed in 110 patients among the 472 to whom 
sulfathiazole was administered for the first time (approximately half of these had 
illergic reactions). Slightly more than 3 per cent of the whole group presented 
cutaneous reactions, usually a generalized eruption but occasionally erythema 
nodosum. Sulfathiazole was readministered to 103 patients, and it was given a third 
time to a few patients. In 22 of the group to whom sulfathiazole had been readmin- 
istered “allergic reactions” developed. Two of these had cutaneous reactions in 
addition to “drug fever” on first administration but on readministration had only 

fever without cutaneous reaction. Two patients had cutaneous reactions to the 
second administration though the first administration had been well tolerated 
In 1 patient to whom the drug was administered on three occasions the last admin- 
istration resulted in a cutaneous reaction, conjunctivitis and nephrosis. 

Kent and Diefendorf state that if a patient has had no reaction after nine days 

therapy, his chances of having one subsequently on the same administration 
diminish rapidly. Reactions to the second administration of sulfathiazole are likely 

occur within the first two days if a reaction occurs in the first course, or after 
ne days if the first course had been well tolerated. 


TIAL CARDIAC EXAMINATION OF 23,000 INDUCTEES AND VOLUNTEERS. NATHAN 
FLAXMAN, Am. J. M. Sc. 209:657 (May) 1945. 


Flaxman examined 23,000 men between the ages of 17 and 38 years, of whom 
21 (7.4 per cent) gave a history or had the physical signs of heart disease; only 


--) (1 per cent) of the total group examined had organic heart disease, however, 
nd only 3 of them (Negroes) had syphilitic aortic insufficiency. Flaxman was 
impressed by this extremely low incidence of syphilitic heart disease; he believes 


can be explained only by the excellent treatment that most syphilitic persons 
ceive, based on the modern public health program. 
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Acute Syuiuitic MENINGITIS: A DISCUSSION OF THE PROBLEMS ENCOUNTERED 
IN THE DraGNosis. ALBERT HeyMAN, Am. J. M. Sc. 209:664 (May) 1945. 


During a period of two years Heyman observed 9 cases of acute syphilitic 
meningitis, 5 of which presented diagnostic difficulties. The observed manifesta- 
tions in the cases fell into three rather sharply. delineated groups: (1) basilar 
meningeal signs (predominantly cranial nerve palsies), (2) symptoms referable to 
the cerebral vertex, and (3) signs of acute hydrocephalus. 

In 2 instances the symptoms developed while the patient was receiving treat- 
ment with bismuth preparations (one received it in the form of a soluble salt at 
weekly intervals). 

Response to treatment is not always satisfactory evidence of a correct diag- 
nosis. Not only will syphilitic meningitis frequently improve without treatment, 
but other types of lymphocytic meningitis may get well coincidentally with anti- 
syphilitic treatment. Heyman states that since syphilitic meningitis is not a rapidly 
iatal condition, it seems advisable to withhold treatment in cases of undiagnosed 
lymphocytic meningitis, unless the patient is very ill, in which case a therapeutic 
trial with oxophenarsine hydrochloride is justified. 

According to Heyman, not only are false positive Wassermann reactions elicited 
in the spinal fluids of patients with nonsyphilitic meningitis, but occasionally false 
negative reactions occur in patients with syphilitic meningitis. When the diagnosis 
is suspected but the Wassermann reaction is negative, Heyman advises withholding 
treatment in order to establish a definite diagnosis of syphilitic meningitis. 


PRIMARY SYSTEMIC AMYLOIDOSIS. STUART LINDSAY and WILLIAM F. KwNorp, 
Arch. Path. 39:315 (May) 1945. Primary SysTEMIC AMYLOIDOSIS OF THE 
ALIMENTARY TRACT. ABNER GOLDEN, Arch. Int. Med. 75:413 (June) 1945. 


In the case reported on by Golden a patient with primary systemic amyloidosis 
presented a bright red, glossy tongue; in the case described by Lindsay and Knorp 
there was involvement of the nasal mucosa, with hemorrhage, septal perforation 
and bilateral nasal obstruction. Both reviews mention the frequency with which 
primary systemic amyloidosis involves the mucous membranes and the skin. 


Lyncu, St. Paul. 


EFFECT OF MALARIA ON SEROLOGIC TESTS FOR SYPHILIS. ARTHUR A. ROSENBERG, 
Bull, U. S. Army M. Dept., January 1945, no. 84, p. 74. 


The investigation was undertaken at a large army hospital where many cases 
of malaria were available for study, with the purposes of determining which of the 
serologic tests gave the least proportion of false positive reactions and whether it 
was possible to distinguish malaria from syphilis on the basis of definite patterns 
of positivity among the different tests. The standard flocculation tests described 
by Kahn, Mazzini, Eagle, Hinton and Kline and the standard complement fixation 
test of Kolmer were employed in this study. More than 8,000 serologic tests were 
performed on patients whose histories contained no evidence of syphilitic infection 
but who had malaria. 

The following observations were made: The Mazzini test elicited 51 per cent 
false positive reactions, the Kahn test 47.5 per cent, the Kline test 33.6 per cent, the 
Kolmer test 20.4 per cent, the Eagle test 10.4 per cent and the Hinton test 
5.8 per cent. 

The author concludes that the pattern of positivity for malaria is: positive 
reaction to the Kahn and Mazzini tests, doubtful reactions to the Kolmer and Kline 
tests and negative reactions to the Eagle and Hinton tests. 


VERIFICATION TESTS IN SERODIAGNOSIS OF SYPHILIS. CHARLES R. REIN and 
GeorGE R. CALLENDER, Bull. U. S. Army M. Dept., February 1945, no. 85, p. 108. 


The authors discuss the limitations of verification tests in the serodiagnosis of 
syphilis. They point out that before any test can be considered of practical value 
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) ; a verification procedure and used routinely it must be able to satisfy the follow- 
criteria: 1. Serums from syphilitic persons with positive serologic reactions 
iid always give a syphilitic type of verification reaction. No test at the present 
e satisfies this criterion. 2. Serums from nonsyphilitic persons with positive 
ologic reactions should always give the false positive type of verification reac- 
This too, is not fulfilled by any of the present verification tests. 3. The 
jagnosis Of syphilis should be established for persons who consistently give the 
syphilitic types of verification reaction on repeated examination. 4. The diagnosis 
syphilis should be excluded for persons who consistently give the biologic false 
positive (nonsyphilitic) type of verification reaction on repeated examination. 
Rein and Callender concluded that in questionable cases, those persons in 
hom there is no clinical or anamnestic evidence of syphilis but who have had 
oubtful or positive serologic reactions on repeated occasions, the various verifica- 
n tests proved to be of no value. Sreaxoscu, Denver. 
ATMENT OF URTICARIA WITH SYNTHETIC VITAMIN K. J. H. Brack, J. Allergy 


16:83 (March) 1945. 


[he author administered 2 mg. of an analogue of vitamin K three times daily 
156 patients suffering from chronic urticaria. In each of these cases the usual 
ethods of investigation and treatment, including scratch and intradermal tests, 
rial diets, search for infections and avoidance of drugs, had failed to bring about 


Most of the patients were young and middle-aged adults. The duration of the 
sease varied from one month to twenty years. 

[he preparation used was menadione (2-methyl-1,4-naphthoquinone), an 
ilogue of vitamin K. 

The results were gratifying; relief was obtained in approximately 62 per cent 

the cases after one to four weeks’ treatment. In many instances lesions failed 
/ appear after two days of treatment. In 28 patients (31 per cent) there was a 
elapse. Readministration of the vitamin brought about prompt relief in each 

nstance. No second recurrence was observed in any patient. 

Determinations of prothrombin time were performed for 119 patients. Clotting 
ithin twenty-five to thirty seconds was considered normal. The prothrombin time 
as normal in 41 patients and prolonged in 78 patients. Relief from chronic 

irticaria was obtained in 78 per cent of the patients with prolonged time and only 


1 32.5 per cent of those with normal time. bicituaentuie. Ma Wak 
ANLENDELS N, ! rk. 


HERAPEUTIC EFFECTIVENESS OF PENICILLIN IN THE TREATMENT OF VINCENT'S 
STOMATITIS AND Its FAILURE To INFLUENCE FAVORABLY CERTAIN OTHER 
MepicaL ConpITIONS. JAMES S. SWEENEY, WILLIAM J. MorGINSON, ROGER 
W. Rostnson and Etmer M. Kivparrick, J. Lab. & Clin. Med. 30:132 
(Feb.) 1945. 

Forty-three patients with Vincent’s stomatitis were treated with the antibiotic 
nicillin, with good results. The penicillin was administered intramuscularly in 
oses of 25,000 units every three hours. After forty-eight hours it was impossible 

find fusiform bacilli or spirochetes except in patients in whom dental caries 
xisted. These organisms rapidly disappeared after dental prophylaxis. There was 

increase in temperature from 99.1 to 101 F. during the time the penicillin was 
iministered. The results obtained from the use of penicillin in other conditions 

‘eas follows: 

1. In 3 cases of chronic recurring furunculosis the treatment was regarded only 
s palliative or as a temporary adjunct, for there were recurrences. 


2. In 11 cases of acne vulgaris, there were some signs of improvement, but 
ne of the patients were cured and there was no decided improvement. 
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3. In 7 cases of staphylococcic dermatitis there was some evidence of improve 
ment, but relapse was frequent. 

4. In 7 cases of asthma due to various strains of staphylococci and streptococci 
recovered from the paranasal sinuses there was some initial improvement but it was 
not sustained. 

5. In 5 cases of malaria there was no improvement from the treatment. How 
ever, the patients when subsequently treated with small doses of antimalarial agents 
responded promptly. There were no recurrences of malaria at the end of six 
months. 

6. In 2 cases of subacute bacterial endocarditis the cultures of the blood became 
sterile during the treatment but they became positive for pathogens after the treat 
ment was stopped. 

7. In 1 case of acute disseminated lupus erythematosus there was no clinical 
improvement at any time during the treatment. 

8. One or more patients with the following diseases failed to respond to the 
administration of penicillin: chronic pyelonephritis; aerobic and anaerobic non 
hemolytic streptococcus infections; diphtheria; mumps; eczema; folliculitis 
dermatitis herpetiformis; acute myeloid leukemia and follicular lymphoblastoma 
(Brill-Svymmers disease). There were several patients with trichophytosis whi 
showed no improvement during administration of penicillin. Three patients showed 
mild to moderate urticarial reaction from the treatment; this disappeared within a 
tew days during the period of penicillin therapy. 


SimpLE TECHNIQUE FOR ESTIMATION OF PENICILLIN IN BLOOD AND OTHER Bopy 
Frurps. Mary B. WoLtoHanx, WiINpsor C. Cuttinc and Mary W. Cuttinc 
J. Lab. & Clin. Med. 30:161, 1945. 


While the Oxford cup method for the assaying of penicillin is applicable t 
fluids containing a high concentration of the drug, it is unsatisfactory for clinical 
determination in the blood, in which the concentration is usually less than 1 unit 
per cubic centimeter. 

The authors found that a simplification of the Fleming method (Herrell, of 
Mayo) for the estimation of penicillin in the blood was less laborious than the 
commonly used Rammelkamp method. The three methods are basically similar. 
Each consists of a serial dilution of the unknown blood and the addition of a con- 
stant inoculum of hemolytic streptococci. After incubation the tubes are observed 
for evidence of inhibition of growth of the bacteria and compared with controls, 
similarly prepared but containing known amounts of penicillin. Wolohan and her 
associates compared the penicillin content of blood from man, dog and_ rabbit 
containing variously from 0.01 to 4 units per cubic centimeter and found the results 
in accord, 

The technic of test is discussed in detail. The simplification of the procedure 
depends on the elimination of centrifugation of the blood specimen, the addition 
of a known amount of blood and the use of capillary tubes. (Kimble Brand 34500). 

This method can be used in determining the concentration of penicillin in other 


body fluids. Gevser, Los Angeles. 


TEREBRANT (A Rare Form Tusercutip). Porrer, Union 
méd. du Canada 74:32 (Jan.) 1945. 


The author reports the case of a 2! year old man who presented an eruption 
on the face, neck, and back, made up of comedos, papules, pustules, scars and deep 
indolent ulcers (acne conglobata?). Tuberculoid structure was noted micro- 
scopically, and apparently because of this the author felt that the disease was a 
tuberculid. The reaction to a Vollmer patch test with tuberculin was negative, and 
tubercle bacilli could not be found. Roentgen irradiation produced healing in 


tour months. 
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NG AND SUMMER DERMATOSES HeNRI SMITH, Union méd. du Canada 
74:756 (June) 1945. 


dermatoses are called seasonal if they occur or relapse with increased frequency 


ertain time of year. Spring and summer dermatoses can be divided into 
groups (1) eruptions, such as erythema multiforme, which are seasonal for 
wn reasons; (2) those which are aggravated by atmospheric conditions ot 


nd summer (heat and humidity), such as dermatophytosis and plant 


is; (3) lesions, such as insect bites, which occur only during the warm 


nths; (4) sudoral eruptions, such as miliaria, and (5) eruptions caused directly 


lirectly by exposure to sunlig 


In the first group Smith includes and briefly discusses erythema multiforme, 
ma nodosum, pityriasis rosea, recurrent herpes, vitiligo and tinea versicolor. 
\mong dermatoses aggravated by heat and humidity are listed symmetric 
lity of the soles, “athletes foot” and contact dermatitis due to footwear 
Regarding ivy dermatitis the author recommends injections of an alcohols 
treated 86.4 per cent were 


tract of the plant, stating that of 1,851 patients si 


benefited and only 2.1 per cent had aggravations of the eruptions. He 


ieves that similar injections are more useful prophylactically than is oral therapy 
Sunburn, freckles, dermatitis and prurigo aestivalis are also discussed. Smith 
essimistic concerning therapeutic methods used to reduce photosensitivity. 
roderma pigmentosum, hydroa vaccinitorme, pellagra, cheilitis solaris, berlock 


natitis and dermatitis due to meadow grass are also placed in the group ot 


ptions influenced by sunlight. Photosensitivity produced by drugs 1s mentioned, 


it is the author’s opinion that sulfonamide compounds should never be usec 


ally. 
I.AYMON, Minneapolis 


NICILLIN: AA Procress Report Basep on 1,455 Casts TREATED AT THI 
NATIONAL NAVAL Mepicat CENTER, BETHESDA, MaryLAnpb, U. S. Nav. M 
Bull. 44:453 (March) 1945. 

\ section of the report of the Penicillin Committee of the National Medical 

enter deals with results in the treatment of syphilis and various cutaneous diseases 

Ot a total of 324 patients treated for syphilis, the disease was in its early stages 

25) and in the remainder the disease was either in a latent stage or involved the 

entral nervous system. An analysis made after cessation of treatment revealed 
at of the patients in whom syphilis was in its early stages 237 remained free 
symptoms, 7 had clinical or serologic relapses and 6 contracted new infections. 

The patients were routinely treated as follows: (1) early syphilis—40,000 units 
every three hours for sixty doses (a total of 2,400,000 units in seven and one-half 
ys), (2) latent syphilis—40,000 units every three hours for one hundred doses 
i total of 40,000,000 units in twelve and one-half days) and (3) central nervous 
system syphilis—40,000 units every three hours for two hundred doses (a total of 
S.000,00) units in twenty-five days) followed by ten units of artificial fever and ten 

companying injections of 60,000 units each. The committee felt that penicillin 

as the best drug ever made available for treatment of syphilis because it produced 

rapid disappearance of the organism, (2) rapid healing of gummas and (3) a 
uick reversal of serologic reactions of the blood and spinal fluid. Furthermore, 

was safer and better tolerated than other antisyphilitic medicaments. 

\bout 200 patients were treated with penicillin locally or systemically for 
arious cutaneous diseases. The pyodermas when caused by susceptible organisms 
respond well to treatment. Furunculosis was controlled temporarily. Failures 
vere recorded in treatment of pustular acne, erythema multiforme, mycosis 
‘ungoides, dermatitis herpetiformis, eczema, fungous infections and scabies. 


Ropin, South Bend, Ind. 
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| MINNESOTA DERMATOLOGICAL SOCIETY 
S. E. Sweitzer, M.D., President 
H. A. Cumming, M.D., Secretary 
Minneapolis, Nov. 3, 1944 


A Case for Diagnosis (Necrobiosis Lipoidica?). Presented by Dr. Jon 
F. MappEN, St. Paul. 


Mrs. F. F., a housewife aged 53, was presented at the October 1943 meeting 
of the Minnesota Dermatological Society. The patient has had recurrent ulcer: 
involving the entire legs irom knees to ankles for the past seven years. Thr 
ulcers are healed at this time. She has had ligations of the bilateral saphenous 
vein and many injections for varicose veins. The patient is 5 feet 5 inches 
| (165 cm.) tall and weighs 300 pounds (136 Gm.). She has irregular asymptomati 
| plaques with orange yellow borders and light pink centers extending from th: 
lower third of the thighs to the ankles. None of the lesions are ulcerated. T! 
urinalysis showed a sugar content as high as 4.8 per cent in 1943. The urine 
now free of sugar. The fasting blood sugar has ranged from 150 to 350 mg. p: 
hundred cubic centimeters. The fasting glucose tolerance test showed 143 mg 
per hundred cubic centimeters, 253 mg. at the end of the first hour and 246 mg 
at the end of the second hour. There was no sugar in the urine at that time 

and the patient was considered to have a high renal threshold. The blood urea 
nitrogen was 15.4 mg. per hundred cubic centimeters. A roentgenogram shows 
extensive calcification of the blood vessels of the legs. The medical staff does not 
feel that the patient has diabetes mellitus. They seem to think that she has som 
type of glandular dysfunction. 
DISCUSSION 


Dr. Francis Lyncu, St. Paul: Though the patient does not have diabetes 
she does have some disturbance of glucose and lipid metabolism. She also has 
syphilis, which is apparently unrelated to the present condition. She stated that 
| she had had varicose veins, stasic ulcers and dermatitis, but this part of he: 
history is not clear. None of these factors seems to offer a satisfactory expla 
| nation for the present eruption, and the section does not show necrobiosis. I thinl 
that she has a lipid deposit in and around scar tissue, with cutaneous changes 
due to some systemic disease, whose nature is vague. 

Dr. JoHN F. Mappen, St. Paul: I think that Dr. Lynch’s remarks explai: 
what is seen. Dr. O'Leary said that the eruption was probably originally on tl! 
basis of a deeply situated vasculitis involving perhaps the veins and maybe tl 
arteries in the legs. 

Dr. S. E. Swerrzer, Minneapolis: There is no edema, just fibrosis. 

Dr. JoHN F. Mappen, St. Paul: For years she had large varicose veins, a1 
roentgenograms now show extensive calcification of the superficial vessels. 


Necrobiosis Lipoidica. Presented by Dr. JoHN F. Mappen, St. Paul. 

Mrs. J. P. M., a housewife aged 35, stated that asymptomatic reddish yelloy 
plaques began to appear on the anterior suriaces of both legs during 1943. New 
plaques continued to appear from time to time. At present, the greater part of th: 
shins is covered with irregular lesions from the knees to the ankles. The largest 
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ique 1s about 6 inches (151 cm.) long and 2 inches (5 cm.) wide. The lesions 


elevated, firm and painless and are of an orange yellow color at the periph- 
changing to varying shades of pink as the centers are approached. The 
fasting blood sugar was 100 mg. per hundred cubic centimeters. The urine gave 


‘ 
egative reaction for sugar on several occasions. The patient has no knowledge 
] 


ever having had diabetes mellitus. The Wassermann reaction of the blood 


vas negative. 


There was no discussion of this case 


Necrobiosis Lipoidica Diabeticorum. Presented by Dk. Francis Lynxcu, 
St. Paul. 
Miss A. G. O., 18 years, noted a lesion on the left leg nearly two years ago, 
llowing an injury. The lesion has gradually enlarged. The patient has been 
known to be diabetic since the age of 9 years and has taken insulin fairly regularly 
though not under medical supervision in recent months. On the left anterior 
tibial surface is a slightly yellow-red, smooth, oval lesion about 2 inches (5 cm 
length, with a red border. The skin is atrophic, and a few vessels are visibl 
m the surtace. 


There was no discussion of this case 


Pseudopelade. Presented by Dr. Joun F. Mapven, St. Paul 
H. L., a laborer aged 32, stated that he noticed small, pea-sized patches of 
lopecia appearing over the frontal portion of his scalp in 1943. There were n 
gns of inflammation. The eruption was asymptomatic, and hair did not regrow 
any of the patches. The disease progressed steadily since its onset. The 
ption now covers most otf the scalp but is more extensive on the frontal portion 
nd crown. The lesions are round, white, shiny scars, the size of beans or peas, 
ittered in the aforementioned areas. The Wassermann reaction was negative. 


DISCUSSION 


There was no discussion of this case. 


Pseudopelade. Presented by Dr. Jonn F. Mappen, St. Paul 


Mrs. R. A., a housewife aged 56, states that she began to lose hair on the 
of the scalp in 1941. There has been no eruption at any time, and there 
as no preceding illness. The loss of hair now involves most of the scalp; how- 
ver, it is greatest on the frontal part and the crown. The scalp is covered witl 
pea-sized to dime-sized atrophic scars, with apparently normal scalp and hair 
etween the scars. The Wassermann reaction was negative. 


nt 


DISCUSSION 


[here was no discussion of this case 


Keratodermatitis Hypoestrogenica? Presented by Dr. Car LAY MON, 
Minneapolis. 


Miss L. S. is a white woman aged 42. An eruption on her soles developed 11 
late summer of 1943. Since Aug. 7, 1944, when first seen, she has had 
hylstilbestrol continuously (1 mg. daily) and injections of estrone weekly 
r four weekly fractional roentgenologic treatments during August 1944, he: 
itment with estrogenic substances was continued only for a period of two 
nths, during which the lesions became much worse. In 1938 the patient had 

me pelvic operation, probably removal of fibromas of the uterus. The patient 
had only two menstrual periods since that time 
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There are thickened, fissured, keratotic, yellowish orange, sharply demarcated 
patches on both soles. There is an area relatively free of lesions in the central 
part of each sole. The lesions extend up on the sides of the heels and also involv 
the dorsal surfaces of the toes. 

DISCUSSION 

Dr. S. E. Sweitzer, Minneapolis: In this case of keratodermatitis hypoestr 
genica, there is apparently no improvement with treatment with diethylstilbestrol 
Dr. Laymon, has the condition improved at all? 

Dr. Cart Laymon, Minneapolis: The amount of improvement has certain! 
been slight. 

Dr. Francis Lyncu, St. Paul: In spite of the failure to respond to treat 
ment, the eruption is characteristic of the type seen with estrogenic deficiency 
Perhaps treatment has been inadequate. Since there have been no signs of over 
dosage, I suggest a trial of considerably larger daily amounts and perhaps 


change trom synthetic to natural estrogens. 


Tinea Capitis. Presented by Dr. Joun F. Mappen, St.. Paul. 

The mother ot L. J. B.. a school boy aged 8 noticed that he began to los 
his hair in August 1944. There are patches devoid of hair varying in size fron 
that of a pea to that of a silver dollar. The hair in the lesions is broken off 
absent. The lesions are scaly, but there is no evidence of exudation. He has thre 


brothers and two sisters who have similar eruptions. This is one of approximate] 


thirty children with ringworm of the scalp seen in St. Paul during the past thre 
1 


vears. Infections with Muicrosporon lanosum and Microsporon audouini have 
been identified in various patients by cultures. 


DISCUSSION 

Dr. Joun F. Mappen, St. Paul: These are some of the many cases seen 
during the past three years. We are trying to get cooperation from the school 
and city health authorities, without much success. 

Dr. STEPHAN Epstein, Marshfield, Wis.: I have seen only 2 cases of tinea 
capitis due to microsporon fungi in Marshfield in recent months. [| am somewhat 
hesitant to use thallium acetate for epilation of older children because I once 
encountered a severe, though nonfatal, reaction. For patients below 7 or 8 years, 
however, thallium acetate is relatively safe, and beyond that dge there is 1 
dithculty with roentgenologic epilation. 


A Case for Diagnosis. Presented by Dr. Joun Mappen, St. Paul. 


Miss L. S., aged 18, stated that a pimple appeared on the buttocks to the 
right of the gluteal cleft about September 1943. This lesion ruptured spon- 
taneously, and the purulent contents were discharged. The lesion healed and 
recurred during the winter of 1944. It would rupture at intervals and discharg« 
purulent fluid. The lesion was excised in August 1944, and there was a recurrenc: 
by October 1944. At present there is an irregular olive-sized erythematous, 
infiltrated plaque on the right side of the buttocks. The center is covered by a 
crust, and it is comparatively painless on manipulation. The patient has scars 
on the legs, which might be the result of erythema induratum. She also has an 
arrested widespread pulmonary tuberculosis. 


DISCUSSION 
Dr. STEPHAN Epstetn, Marshfield, Wis.: This girl has tuberculosis of the 
lungs and erythema induratum. I am familiar with such abscesses, starting 
around the rectum and perforating outside with sinuses. I have seen a number 
of them recur time and again, even with treatment of the rectum. The histologic 
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ture of nonspecific inflammation plus giant cells, I think, would fit in wit! 
assumption that it is a tuberculous process. 


Dr. S. E. Sweitzer, Minneapolis: What would you advise 


Dr. STEPHAN Epstein, Marshfield, Wis I advise deep roentgen therapy ; 
some cases there is good response, 

Dr. Francis Lyncu, St. Paul Rather than tuberculosis, could) this be 
Hlammation’ associated with a sinus tract trom a pilonidal cyst? The patient 


a tiny dimple at the tip of the sacrum 


Epidermolysis Bullosa with Palmar and Plantar Keratosis and Verrucous 
Lesions at Sites of Previous Lesions. Presented by Dr. Francis 
LyncuH, St. Paul. 

Mr. FE. K., 22 vears of age, has had a generalized eruption present practically 
nstantly since birth. It is worse in summer. The family history is negative 
any type of eruption. The teeth are said to have been normal in shape, but 
were removed three years ago. In recent years, warty lesions have appeared 
the sites of many blisters. There is an extensive eruption consisting of a 
derate number of bullae, many discolored areas where there were formerly 
listers and many verrucous papules also at the sites of former blisters. The 
uth shows pale areas of thickening at the sites of former lesions. The palm 
the left hand and the soles present diffuse yellow scaling and thickening 


DISCUSSION 


There was no discussion of this case 


Granuloma Annulare. Presented by Dr. Francis Lyncn, St. Paul 
EK. L. H., a white woman aged 22, was first seen in October 1944, with an 
eruption on the dorsum of the left hand of eight years’ duration and on the dorsa 
f the feet of four years’ duration. The patient stated that there has been no 
inge in the appearance of the eruption from its onset until now. Serologic 
actions for syphilis were negative. The Mantoux reaction was negative until 
weeks after her field training (nursing) at a sanatorium. 
I-xamination shows numerous lesions on the dorsum of the left hand and the 
rsa of both feet. The right hand is free (the patient is left handed). The 
sions are light brown and mostly papular, with the smaller ones 1/6 to 1/8 
(0.4 to 0.3 cm.) in diameter. The larger papules show a slight central 
ression, and there are many rings 14 to 1% inch (0.6 to 1.2 cm.) in diameter 
ide up of papules of the same nature. 
iloma annulare. 


Histologic section shows changes compatible with grat 
DISCUSSION 


There was no discussion of this case 


Nonsuppurative Panniculitis. Presented by Dr. JouN Mappen, St. Paul. 
Mrs. H. D., a nurse aged 45, stated that deep-seated, paintul nodules began 
appear on various parts of the body in 1942. She now has approximately 
enty deep-seated, painful olive-sized to pigeon egg-sized nodules on the 
uulders and the arms and an occasional lesion on the trunk. The nodules can 
moved rather freely under the skin. The newer lesions are more painful on 

manipulation. There is no change in the color of the overlying skin. 


DISCUSSION 


Dr. JoHN Mapper, St. Paul: I never thought of trying penicillin. 


Dr. S. E. Swerrzer, Minneapolis: Try it to see if it has any effect. 
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A Case for Diagnosis (Purpuric Lichenoid Dermatitis; Schamberg’s 
Disease?). Presented by Dr. JoHN Mappen, St. Paul. 


Mrs. H. M. H., a housewife aged 48, stated that cayenne-pepper-like patches 
varying in size from that of a dime to that of a silver dollar, began to appear on 
both legs during 1943. These were accompanied with slight itching. The old 
lesions grew in size and did not disappear. New lesions have continued to appear 
at intervals. There are no demonstrable varicose veins. 


DISCUSSION 

Dr. L. H. Winer, Minneapolis: At the Minneapolis General Hospital and 
at the University of Minnesota Medical School, there are 2 patients with Scham- 
berg’s disease. Both patients were presented at various meetings with diagnoses 
of capillaritis with involvement of forearms and legs. Microscopic sections 
stained for iron showed the cutis loaded with iron. In this case, although the 
eruption has the clinical appearance of Schamberg’s disease, there is not the 
great amount of iron seen in the histologic section of Schamberg’s disease. Der- 
matologists have been prone to apply the term “Schamberg’s disease” to all 
cases of stasis dermatitis localized only to the lower extremities and especially 
to areas where there are varicosities. 


Lichen Sclerosus et Atrophicus. Presented by Dr. JoHN MappeENn, St. Paul. 


Mrs. M. M., a housewife aged 40, stated that she noticed an irregular, olive- 
sized lesion appearing on the left side of the neck about two years ago. This has 
grown slightly. It is asymptomatic, and there are no other lesions on the cutaneous 
surface. The eruption consists of the one irregular, white atrophic plaque with 
comedo-like plugs throughout. 

DISCUSSION 


There was no discussion of this case. 


Sarcoidosis. Presented by Dr. JoHN MAppEN, St. Paul. 


Mrs. V. H., a defense worker aged 30, was a ward attendant in the tuber- 
culosis wards at the Ancker Hospital from 1936 to 1943. In 1943 an itchy, pain- 
less, marble-sized nodule appeared on the lateral surface of the left arm. This 
has not changed in size or appearance up to the present time. The lesion is a 
dully erythematous, painless, freely movable nodule on the lateral surface of 
the middle third of the right arm. The reaction to the Mantoux test was strongly 
positive. A roentgenogram of the chest showed no evidence of pulmonary 


tuberculosis. 
DISCUSSION 


Dr. JoHN Mappen, St. Paul: Roentgenograms of the chest and_ bones 
showed no abnormality. It is interesting to note that the patient was a ward 
maid in the tuberculosis wards for about eight years. 


Glossitis Rhombica Mediana? Presented by Dr. JonN Mappen, St. Paul. 
Mrs. N. A. W., aged 74, has a smooth red olive-sized asymptomatic plaque 
on the dorsal surface of the middle third of the tongue in the midline. It is of 


unknown duration. 
DISCUSSION 


There was no discussion of this case. 


Trichotillomania. Presented by Dr. H. E. MicHetson, Minneapolis. 


Mrs. F. B., a white woman aged 47, was seen in the outpatient department 
of the University Hospitals July 12, 1943, complaining of short, broken-off and 
colored (red, green and blue) hair for the past eight months. She stated that 
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s r son and daughter have the same trouble and that she was nervous and easily 
She presented combings of colored hair which she stated were from her 
n scalp, and asserted that she had not used dye. In consultation with the 
psychiatric department, it was found that there was great conflict between 
r and her daughter. The onset of the illness was at the time of the death of the 
atient’s husband and the disease is related to feelings of insecurity. The patient 
ows hypochondriac, hysterical and depressive trends. Serologic studies fo: 
syphilis were negative. 
Examination shows the scalp to be normal in appearance. The hair is short 
ind stiff, more so in some patches than others. There are several crusted excava- 
ions of the scalp but no evidence of green, red or blue hairs attached to the skin. 


DISCUSSION 


1s 
< Dr. Cart LaymMon, Minneapolis: This patient was perfectly well until her 
e husband died. Shortly after that, she said, her hair turned red, blue and green 


ind it began to fall out. Improvement occurred until the war started and her 

1] son was inducted, after which the trouble recurred. The members of the staff 
the university thought that she might be dyeing the hair that she plucked. 

Psychiatrists were consulted, and they made a diagnosis of psychoneurosis. 


Miliary Papular Tuberculid. Presented by Dr. Francis Lyneu, St. Paul. 


Mrs. M. O., aged 32, has an eruption which has been present on the nose 
eighteen months, with occasional extension to the lips. Sulfathiazole ointment 
has not helped. Her general health is good. There is no history of exposure 
to tuberculosis. On the right ala nasi are about twenty red-brown small discrete 
papules, and there is one just above the margin of the upper lip. A diascopic 
examination showed the presence of a tuberculid. The Mantoux reaction (1: 1000 
dilution) was negative. 
DISCUSSION 
Dr. L. H. Winer, Minneapolis: A biopsy was performed and there were 
about six sections on the slide. I looked through two or three of them and did 
not find any tuberculous structure except a dilated follicle with hyperkeratosis 
: in it. I reported it as a hyperkeratotic dilated follicle; then Dr. Lynch called 
S my attention to the last section of the slide, in which I noticed a single solitary 
4 giant cell, and it fitted the clinical picture of miliary sarcoid. I am rather skep- 
t tical a great deal of the time when I see a tuberculoid structure, but when the 
y linical picture bears out the microscopic findings I think that it can definitely 
be called tuberculoid. 
Dr. Francis Lyncn, St. Paul: Miescher recently reported the results of 
croscopic study in about 50 cases of papular rosacea in which color and dia- 
scopic examination suggested the presence of a tuberculoid element. He found 
anges which he classified in three types: first, purely lymphocytic changes; 
second, those having a central epithelioid focus, and, third, those (the majority 
specimens) showing tuberculoid structure, some resembling sarcoid and others 
upus miliaris but without necrosis. He concluded that nodular rosacea and 
sacea-like tuberculid are parts of the same disease, which is probably a benign 
herculid (Dermatologica 88:150 [Sept.-Oct.] 1943). 
Dr. L. H. Winer, Minneapolis: What did he say the process was? 
Dr. Francis Lyncnu, St. Paul: He did not say. 


Dermatomyositis. Presented by Dr. JoHN MaAbveN, St. Paul. 


\V. W., a schoolboy aged 13, was admitted to the Ancker Hospital on Aug. 
1944 because of inability to swallow. A week before this the patient noticed 
ema and erythema in the V of the neck and painful swelling of the arms and 
irms. This was followed in two days by edema of the eyelids, larynx and 
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pharynx. The eyelids and V of the neck became heliotrope in color. The patient 
could not talk above a whisper, and even this required great effort. He wa 
unable to swallow solid food and at the time of admission had difficulty in swal 
lowing liquids. The legs became edematous, and the patient was unable to walk 
He had mumps and acute mastoiditis accompanied with a subperiosteal abscess 
and subdural abscess in 1941. In April 1944, he had rheumatic fever and arthritis 
The diagnosis of dermatomyositis was made on Sept. 7, 1944. One hundre: 
thousand units of penicillin was given daily. The penicillin was administere: 
intravenously, subcutaneously and intramuscularly. It was found that the best 
response followed mtravenous or subcutaneous administration. The edema of th 
eyelids and neck disappeared by September 16. There were a steady improvement 
in the speech and a decrease in edema of the larynx and pharynx. The patient 
became stronger and was able to sit up in a chair Dy September 23. The colo: 
of the skin had returned to normal by September 23. The edema of the arms 
and legs has decreased but is still present. The temperature has been normal 
most of the time but occasionally has risen to between 99 and 100 F. The patient 
ood plasma at intervals whenever the edema became grea 


was given 500 cc. of 
This never failed to reduce the edema. 

Laboratory examinations showed a hemoglobin content of 14 Gm. and a whit 
blood cell count of 3,200; the differential blood count showed polymorphonucleat 
neutrophils 54 per cent, lymphocytes 36 per cent, monocytes 4+ per cent, plasma 
cells 1 per cent, eosinophils 1 per cent and immature cells 4 per cent. 
was normal. The sedimentation rate of the blood was 10 mm. per hour, thi 
bleeding time one minute and thirty-five seconds and the coagulation time tw: 


minutes. The platelet count was 158,000. 
DISCUSSION 


Dr. JouN Mappex, St. Paul: This boy has had remarkable results witl 


symptoms reappear in about forty-eight hours when penicil 


penicillin. The 
is ste ipped. 


Pityriasis Rosea (Tinea Versicolor?) with Leukoderma. Presented by D 
Joun Mappen, St. Paul. 


M. N., a schoolboy aged 16, stated that he noticed a white spot on the chest 
in June 1944. About two weeks later the chest, shoulders and back were covert 
with similar but smaller lesions. The patient is dark skinned. The eruption 
consists of round or oval maculopapular, scaly, asymptomatic lesions varying 11 
size Irom that of a bean to that of an olive. 

DISCUSSION 

Dr. S. E. Sweitzer, Minneapolis: I think that the skin should be scrape 
to see if fungi can be obtained from the scales. It has a typical fluoresence. 

Dr. JoHN MaApbpeN, St. Paul: This eruption did not fluoresce. 

Dr. S. E. Sweitzer, Minneapolis: The lesions were not the right shape for 


pityriasis rosea. 


Multiple Superficial Epitheliomatosis. Presented by Dr. Mappen 

St. Paul. 

A. J. H., an unemployed man aged 72, stated that lesions began to appeal 
on his trunk about fifteen years ago. At present he has five superficial, pruritic 
round or oval lesions from the size of a silver quarter to that of an egg scattered 
over the trunk. The lesions have a slightly raised, round, smooth, shiny bordet 
The centers are crusted, excoriated, superficial ulcerations, some of which also 
show telangiectasia and scarring. 


é 
1 
| 
j 


SOCIETY TRANSACTIONS 921 


DISCUSSION 
Dr. S. E. Sweitzer, Minneapolis: I had a patient like this—only a good deal 
rrse—a man of 24 or 26 years. I treated four lesions recently with roentgen 
rays and cauterized about four more. I think he had eight of them. 
Dr. JoHN Mapven, St. Paul: This man has not been treated, and he com- 
lains of terrific itching at night. 
Dr. S. E. Swetrzer, Minneapolis: He is 72 years old; probably he has a 


senile pruritus. 


A Case for Diagnosis (von Recklinghausen’s Disease?). Presented by Dr. 
Joun Mappen, St. Paul. 


The father ot T. P. L., a boy aged 7, stated that a brown macule developed 
on the left side of the boy’s chest just below the nipple in 1940. Since then many 
lesions haye appeared, and the original lesion now covers the entire left half of 
the trunk. Most of the lesions are deep chocolate brown asymptomatic macules. 
[here also are small macular lesions of leukoderma scattered over the cutaneous 
surface. The patient has a soft, painless, egg-sized tumor over the lumbar portion 
of the spine. He is thought to be mentally subnorma!. Roentgenograms showed 
only two carpal bones, which is the usual number in a child of 2 years. 

DISCUSSION 

Dr. Francis Lyncu, St. Paul: Among the interesting clinical features were 
the small areas of depigmentation in ring form on the upper portion of the chest. 
Is there a possibility that the boy has Albright’s syndrome (hyperpigmentation 
skeletal abnormality, hyperthyroidism and disturbance of function of sex glands) ? 


NEW YORK ACADEMY OF MEDICINE, SECTION OF DERMATOLOGY 
AND SYPHILIS 


Harry C. Saunders, M.D., Chairman 
Frank Vero, M.D., Secretary 
Nov. 8, 1944 


Generalized Sarcoidosis. Presented by Dr. IsAporE Rosen. 

F. L., a woman aged 32, came to the clinic of the Skin and Cancer Unit of 
the New York Post-Graduate Medtcal School and Hospital on Oct. 14, 1944, 
with a generalized eruption of seven months’ duration. Scattered over the upper 
half of the back are numerous raised brownish red papules, varying from 5 mm. 
to 2 cm. in diameter, of fairly firm consistency. A few such lesions are present 
on the outer aspect of the left arm and on the face. On the outer aspect of the 
arms numerous subcutaneous nodes are felt. On the nose there is an elongated 
raised lesion of soft consistency, 1% inches (3.8 cm.) long, of light brownish- 
reddish color, surrounded by a few tiny lesions. The patient stated that she has 
lost 27 pounds (12.2 Kg.) during the last year. 

The patient is married and has no children. Her mother is said to have 
diabetes. A brother has had asthma since childhood. 

General examination showed the inguinal and axillary lymph nodes to be 
enlarged. On auscultation of the lungs it was found that the breath sounds 
were increased in intensity, and on percussion there were some patches of dulness. 
Che liver was felt 3 fingerbreadths below the costal margin and was somewhat 
nodular. The spleen was felt 2 fingerbreadths below the costal margin and was 

hard consistency. 
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The urine and blood counts were normal, and Wassermann and Kahn reactions 
of the blood were negative. Tuberculin tests elicited negative reactions with a 
dilution of 1: 1,000. Roentgenograms of the chest showed generalized spotty and 
reticular peribronchial infiltration of both lungs, more prunounced on the right. 
compatible with sarcoidosis. Roentgenograms of both hands revealed no changes 
in the bone. 

Biopsy of lesions on the back and the nose was reported as indicating sarcoid 


DISCUSSION 


Dr. E. WitttamM ABRAMOWITZ: This patient presents most of the features of 
sarcoidosis. The lesion on the nose was at first suspected of being lupus vulgaris 
Attention is called to the invisible but palpable subcutaneous nodules on the arms 
which are of diagnostic significance. The patient's lungs are affected, and a biopsy 
ot cutaneous lesions confirms the clinical diagnosis. 

Dr. Maser G. SILVERBERG: I cannot recall that enlargement of the liver 
has been reported as due to sarcoidosis. 

Dr. E. WItttAM ABR4MOWITz: An enlarged spleen is not uncommon. 

Dr. Frep Wise: I should like to hear expressions of opinion as to therapy. 

Dr. AntHOoNY C. CrpoLLAro: Most patients with sarcoidosis get well. The 
usual treatment is rest, well balanced diet, administration of an arsenical prepara 
tion and roentgen therapy. It is my understanding that sarcoids respond fairly 
satisfactorily to roentgen rays. 

Dr. GirscH D. ASTRACHAN: About a year ago I presented a case for diag- 
nosis (ArcH. DeERMAT. & SypH. 50:223 [Sept.] 1940) before this section. Lat 
secondary syphilis and sarcoidosis were suggested as possibilities. The final 
diagnosis of sarcoid was made a few months later. The patient did not respond 
to antisyphilitic treatment at first, but alter she had received twenty-six additional 
injections of a bismuth preparation the cutaneous eruption showed a definite 
improvement. 

Dr. CHARLES WoLF: Recently I had an opportunity of seeing a patient with 
extensive sarcoidosis in the wards of Mount Sinai Hospital. The chief of medical 
services stated that sarcoidosis of such extensive nature, with involvement of 
various organs, is common in the South. One can always find 3 or 4 patients in 
the wards of the hospitals. As regards the outlook, it is discouraging to see 
the dissemination and the enormous number of lesions present,-with involvement 
of organs. These patients as a rule eventually have acute miliary tuberculosis, 
either of the meningeal or of the pulmonary type. Various supportive treatments 
have a beneficial effect on the cutaneous lesions. For mediastinal or pulmonary 
involvement, roentgen ray therapy is efficacious in clearing up localized masses. 

Dr. IsaporE RoseEN: I was struck by the fact that every one of the lesions 
was unusually red, with a decided inflammatory areola, decidedly different from 
the type usually seen, which are either skin colored or brownish red. The lesions 
on the nose were raised and soft and clinically suggested either lupus vulgaris or 
lupus tumidus. I was greatly surprised that biopsy of one of the lesions from the 
nose was reported as showing sarcoid. 


Necrobiosis Lipoidica. Presented by Dr. E. ApRAMOWITZ. 


L. S., a woman aged 44, came to the clinic of the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital on May 22, 1943, 
with an eruption on the legs of one year’s duration. On the extensor surface of 
both legs are several large brownish plaques with raised, infiltrated borders and 
with telangiectasia in the center. 

The past and family histories were noncontributory. 

Results of urinalysis, blood count, determinations of blood sugar and sugar toler- 
ance tests were normal. The blood cholesterol level was 255 mg. per hundred cubic 
centimeters. The Wassermann reaction of the blood was negative. 
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Biopsy was reported as showing necrobiosis lipoidica. 
The patient has received about eighty treatments with mecholyl by iontophorests, 
ith some improvement. 
DISCUSSION 
Dr. Frep Wise: This is a beautiful example of the eruption. It 1s especially 
teresting because of the negative history concerning diabetes and the lack of a 
iabetic family history. 

Dr. EuGene F. Traus: Attention should be called to the striking border on 
this lesion. This is the first time that I have seen a definitely elevated and 
almost rolled border such as might be seen in granuloma annulare. I presented 
several cases, both here and at the New York Dermatological Society, of this 
disease without diabetes, in which the diagnoses of granuloma annulare and morphea 
were considered, but in none of the cases was there an elevated border such as is 
seen in this case. Attention has previously been called to the differences of 
opinion as to the exact classification of some of the early cases, but I think that 
cases of necrobiosis lipoidica may occur without diabetes and should not be con- 
fused with granuloma annulare, morphea or any other process. 

Dr. Apparently a diagnosis of necrosis lipoidica 
without diabetes is accepted. The patient has a rather high blood cholesterol 
level. I had an opportunity to look at the slide this afternoon, and areas of 
infiltration could be seen in the cutis but no necrosis was present. There were 
giant cells and the development of fibroblasts, indicating replacement and involution. 
That may account for the unusual appearance of the lesions at present. The patient 
has been receiving mecholyl locally by iontophoresis with some benefit. 


Granuloma Annulare with Lesions Limited to the Face and Resembling 
Basal Cell Epitheliomas. Presented by Dr. EuGeNe F. Travs. 


B. G., a Polish woman aged 51, came to the clinic of the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital one week ago, 
complaining of lesions of the face. She stated that two months ago she noted a 
small lesion on the left side of the bridge of the nose. She thought that her 
eyeglasses had irritated the area and thought nothing of it, as there was no 
pain or itching. About one month ago she noticed similar lesions on the upper 
part of the right cheek, the right temporal region, the left temporal region and 
the forehead. 

There is a history of allergy in the family but no personal history of allergy. 
The patient has been treated at the dermatologic clinic for two years for general- 
ized pruritus and urticaria. 

On the left side of the bridge of the nose there is an oval, slightly circinated, 
annular lesion about 1 cm. in diameter. The center is depressed, with an elevated 
border consisting of small skin-colored nodules. The other lesions present the 
same aspect but differ slightly in size, and their centers are not so depressed. 
These lesions also have small nodules. There are no subjective symptoms. 

A biopsy specimen of a lesion from the right temporal region was reported as 
suggestive of granuloma annulare, with no evidence of basal cell epithelioma. 


DISCUSSION 


Dr. Frep Wise: I agree with the diagnosis as presented and am inclined to 
exclude other diagnoses. 


Pityriasis Rubra Pilaris. Presented by Dr. Davin BLoom. 


C. F., a woman aged 30, came to the clinic of the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital in July 1944, with 
an eruption of four months’ duration. She presented on the back and chest a 
sharply defined erythema with a brownish tinge, with reddish-brownish papules 
near the borders of the plaques. The arms showed a similar eruption, and the 
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face and scalp showed erythema and pronounced scaling. On the elbows and 
knees there were plaques suggesting psoriasis. The palms and soles were hyper 
keratotic. 

The patient improved considerably after ingestion of vitamin A, 75,000 units 
daily, for several months. She now presents erythema, lichenification and scaling 
on the back, particularly in the region of the sacrum and the superior portio: 
of the intergluteal fold. The arms and chest are similarly affected. The scal; 
shows pronounced scaling, and there is a scaly plaque on each elbow and kne 
The palms and, to a lesser extent, the soles show hyperkeratosis 

The past and family histories are essentially noncontributory. 

A biopsy specimen showed changes compatible with pityriasis rubra pilaris 


Pityriasis Rubra Pilaris. Presented by Dr. Davin Boom 


S. L., a man aged 57, was previously presented at the Manhattan Dermatolog 
Society, in January 1944. 

He now presents on the face, neck, flanks and abodmen fawn-colored diffus¢ 
well defined plaques, with clear skin anteriorly from the neck to above th 
umbilicus and posteriorly from the neck down to the lumbar region. Similar 
plaques involve the lower portion of the buttocks and the posterior aspect of tl 
thighs and also the pubic region. On the buttocks and elbows there are scal} 
plaques suggesting psoriasis. The scalp shows pronounced scaling. The patient 
is mentally confused 

Blood counts on several occasions showed fairly normal values. The Wasser 
mann reaction of the blood was negative. The urine was normal. The biopsy 
report was superficial dermatitis. 

Treatment has consisted of injections of liver extract, and vitamin A and 
bromides by mouth. 


DISCUSSION OF CASES OF PITYRIASIS RUBRA PILARIS 


Dr. IsaporE “Rosen: I do not want to disagree with the diagnosis, but | 
have seen similar manifestations in patients who have had extensive involvement 
in psoriasis. 

Dr. Frep Wise: Both the man and the woman patient have, in my opinion, 
eruptions of pityriasis rubra pilaris. In the case of the man, it is of interest to 
note that there is at present an absence of follicular hyperkeratosis of the dorsa 
surfaces of the fingers. : 

Dr. E. Witttam Apramowitz: When the man first appeared in the clinic. 
I thought that he had pityriasis rubra pilaris. He had follicular lesions on the 
back of the fingers, but he had been applying a good deal of oil and an oil 
folliculitis was a possibility. Biopsy at that time showed only a superficial type 
of dermatitis. The patient has had this eruption on his body for about two years 
I am inclined to accept the diagnosis as presented. 

In the case of the woman, the scaly lesions on the elbow, the characteristic 
pitting of the nails and the scaly patches with sharply circumscribed borders on 
the buttocks as they appear tonight are more in favor of psoriasis. The appear- 
ance of the eruption at the onset was more like pityriasis rubra pilaris. 

Dr. Eucene F. Travus: I understand that Dr. Bloom had microscopic con 
firmation of his diagnosis in one case. In this respect I think that he is fortunate, 
for I had a typical example of this disease in which every one concurred clinically, 
but four biopsies were performed before anything at all typical or suggestive 
of the process was forthcoming. I have had this experience before, in other 
instances of this dermatosis: hence I believe that histologic confirmation may 
sometimes be difficult. 

Dr. Davin Bitoom: The reason for the presentation of these 2 cases is the 
fact that pityriasis rubra pilaris is typical only in the beginning. Later, when 
the follicular spinulose papules have coalesced to form plaques, the roughness 
may disappear entirely and the case is not recognized as one of pityriasis rubra 
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iris. In the man presented tonight, even the microscope did not reveal follicular 
nerkeratosis. When he was first observed, there were typical follicular papules 

the back of his hands and fingers, which later disappeared, but tonight some 
them have reappeared. 

In the case of the woman, the picture was typical in the beginning of pityriasis 
bra pilaris, and the diagnosis was confirmed by histologic examination. Tonight, 
t every one is willing to agree with this diagnosis. I am reluctant to disagree 
ith Dr. Rosen, from whom I originally learned dermatology, but I cannot help 
ing impressed with the fact that the appearance of the cutaneous changes in 

th patients is strikingly different from that of psoriasis. 

In the man mental confusion developed, for which he was referred to the 
ental hygiene department. There the opimion was expressed that the changes 

the brain are possibly due to the same toxins which have caused the changes 
n the skin. 


MANHATTAN DERMATOLOGIC SOCIETY 
George M. Lewis, M.D., Chairman 
Wilbert Sachs, M.D., Secretary 
Nov. 14, 1944 


Tuberculosis Orificialis. Presented by Dr. Maurice J. Costetto. 


FE. H., a married woman aged 38, from St. Joseph’s Hospital for Consumptives. 
ad a sore on the floor of her mouth about three years ago. She had a cough at 
at time. A physician at the New York University Clinic performed a biopsy of 
he lesion, which showed a tuberculous structure. A roentgenogram of the chest 
howed pulmonary tuberculosis, which is now controlled by pneumothorax on the 
it side. 

Che oral lesion is nickel sized, oval and crateriform with a rounded, elevated 
rder. The center of the lesion is ulcerated and is covered with a grayish exudate. 
There is some limitation of motion of the tongue due to adhesion to the floor of 
he mouth. There is tenderness and moderate pain when hot or spicy foods are 
eaten. 

rhere is also a scar on the left side of the neck which the patient claims was 
ctive at the time of the appearance of the lesion in the mouth. 

The sputum contains no tubercle bacilli, but a smear from the ulcer showed 

id-fast bacilli. 

DISCUSSION 


Dr. Davin Bitoom: I agree with the diagnosis. Apparently the patient has 
tubercle bacilli in the lesion. Are these bacilli furnished by a focus in the lungs, 
have they persisted in the ulcer since its formation? 
Dr. Fred Wise: Most textbooks mention the use of a lactic acid solution as 
effective remedy. 
Dr. HerMAN SwHaruit: Dr. Costello asked me privately whether ozonides 
suld be of any use in this case. They have been reported by several genitourinary 
specialists as being valuable in the treatment of tuberculous sinuses. Ozonides are 
ontinuously releasing nascent oxygen, and this may be helpful in tuberculous 
nuses and might be helpful in this case. 


Dr. E. Wittram AsraAmMowi7z: In the Pfannenstiel treatment, wicks of strong 
vdrogen peroxide were placed in the ulcerated area and sodium iodide was given 
rally. This caused the liberation of iodine at the site of application, followed by 
ealing of the ulceration. These ulcerations usually appear in the late stages of 
itive tuberculosis of the respiratory apparatus. Is this possibly an inoculation 
iherculosis ulcer in a patient with healed tuberculosis of the lung? 
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Dk. ISADORE RoseEN: To me, the unusual feature of the case is that the diagnosis 
of tuberculosis was made from the ulceration of the mouth rather than from thx 
pulmonary symptoms. It seems to me that for a woman to have such active lesions 
of the lungs as shown by the roentgenograms she must have had symptoms 
suggesting pulmonary tuberculosis prior to the development of the lesion in the 
mouth. 

Dr. ANTHONY C. CrpoLLaro: I am interested in this case because tuberculous 
ulcerations of the mouth are rare. They occur as a result of a direct extension 
from an active pulmonary tuberculous process. Tuberculous ulcerations in the 
mouth are indicative of such lowered immunity that a fatal outcome is imminent 
The patient presented this evening has an ulcer of the mouth, diagnosed as tuber- 
culous, which has been present for three years. During this time the pulmonary 
condition has improved; the ulcer has persisted, and the patient does not appear 
to be moribund. This is most unusual. Dr. Costello states that a recent smear 
taken from the ulcer showed tubercle bacilli and a biopsy showed tuberculous 
structure. Dr. George Wilson has treated many patients with laryngeal tuberculosis 
at Saranac Lake with electrocoagulation. I wonder whether that would not be a 
good procedure in this case. I wonder also whether this might not be a suitable 
case for treatment with ultraviolet radiation from a water-cooled quartz mercury 
vapor arc lamp. 

Dr. GeorcGe C. ANDREWS: This impressed me as a straightforward case of 
tuberculous ulcer of the mouth. I have treated many patients with benefit, and | 
think that the safest method is either with ultraviolet irradiation or with radium 
A radium plaque placed in the floor of the mouth, as in the treatment of angioma, 
will probably heal this ulcer. I think that tuberculin is dangerous to use in a case 
like this. The patient still has extensive tuberculosis in her lungs. One must be 
cautious as to prognosis. 

Dr. Frep Wise: I do not understand exactly what Dr. Cipollaro intends to 
imply, and I should like to ask him this question: Does arrested pulmonary tuber- 
culosis exclude the existence of an active oral tuberculous infection? 

Dr. ANTHONY C. Crpo_Ltaro: The usual conception of the development oi 
orificial tuberculosis is this: First there is active pulmonary tuberculosis. Then 
an ulcer appears in the mouth, which is a direct extension of the tuberculous 
process in the lungs to the mouth through the expectoration. These ulcers develop 
because the patient is no longer able to form antibodies to destroy the tubercle 
bacilli. The tuberculin tests show a negative anergy. Because the patient has no 
resistance whatsoever, a fatal outcome is usually imminent. One does not expect 
a patient with tuberculous ulcers of the mouth to live for three years. If this is 
a tuberculous ulcer, physicians must change their conception of what has been 
taught them about the nature of the disease and its prognosis in patients in whose 
mouths ulcerations develop. 

Dr. GeorcGeE M. Lewis: Provided there is no active focus in the lungs, are 
tuberculous ulcers in the month responsive to treatment ? 

Dr. ANTHONY C. Crpo__taro: Dr. MacKee advocates the use of roentgen rays 
in treating orificial tuberculosis. Apropos of Dr. Andrews’ remarks in recom- 
mending the use of radium, he and Dr. MacKee agree that irradiation is a painless 
and effectual method of treating orificial tuberculosis. 

Dr. Maurice J. Costerto: I have had no experience with the treatment of 
tuberculous ulcers of the mouth with lactic acid, although it is mentioned as an 
effective treatment of these lesions. This patient had a cough for a long time, 
but it never made her suspect pulmonary tuberculosis. Soon after an ulcer had 
developed on the floor of the mouth, she visited the New York University Clinic. 
A tuberculous ulcer was suspected, biopsy confirmed the diagnosis, and she was 
referred to the thoracic service of the Bellevue Hospital, where roentgenographic 
examination of the lungs disclosed diffuse advanced tuberculosis. The difficult 
thing to understand in this case is that the pulmonary tuberculosis has improved 
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uch while the tuberculous lesion in the mouth has remained stationary. | 
ink that it can be explained by the fact that even though her sputum contains 
tubercle bacilli the patient has advanced pulmonary tuberculosis with a large 
uantity of sputum and she may occasionally have tubercle bacilli in the sputum 
hich would prevent the ulcer from healing. I think that what Dr. Cipollaro says 
s usually true that when a person contracts tuberculosis orificialis the prognosis 
is grave and a fatal outcome may be expected. The patient has received roentgeno- 
therapy in a dosage of 100 r, unfiltered, at weekly intervals, with some improvement. 


Keratosis of Palms (Treated). Presented by Dr. Georce M. Lewis. 


FE. D., a man aged 37, has had psoriasis affecting various parts of his body for 
the past six or seven years. Lesions developed on his hands over a year ago and 

ave persisted. When he was first examined, on Aug. 23, 1944, there were punctate, 
keratotic lesions scattered over the palms and fingers. Typical psoriatic lesions 
were noted on the elbows and on other parts of the body. The patient has been 
treated by means of local application with an ozonide compound, as well as with 
ther keratolytic agents. The response has been more gratifying than one usually 
expects in cases of this type. 
DISCUSSION 

Dr. HERMAN SHARLIT: I presented before this Society 2 patients with kera- 
tosis of the palms which cleared up with the use of ozonides of olive oil. Neither 

f these presentations found its way into print. Ozonides are compounds of 
oxygen with unsaturated fatty acids, the oxygen being bound as Os. These com- 
pounds are produced by driving a source of oxygen through the fatty acid mixture 
in the presence of a metal catalyst. In the case of the product I am using, the 
source of the fatty acid is olive oil. The ozonide is never removed from the oil 
which simply remains as a vehicle for the ozonide. This particular ozonide mixture 
contains approximately 2.5 per cent ozonide in olive oil. Ozonides are able to 
penetrate into the skin, which differentiates them from the inorganic peroxides, 
which have no such penetrating powers. This mixture of ozonide in olive oil is 
continuously giving off nascent oxygen. This can readily be demonstrated in the 
following manner: Mix potassium iodide crystals with starch; make a water 
paste and add a few drops of the ozonide mixture. A blue color immediately 
begins to form in the mixture, indicating that iodine has broken off from the iodide 
and has reacted with the starch to give the blue color. , 

Dr. THomMas N. GRAHAM: It is certainly an excellent result. ° 

Dr. IsaporE RosEN: I should like to know whether the keratotic lesions were 
due to psoriasis or to arsenic. Has a definite diagnosis been established ? 

Dr. JAcK WorF: I was about to raise the same question as Dr. Rosen did: 
Lichen planus, psoriasis and some other dermatoses cause hyperkeratotic eruptions 
on the palms, and I am wondering whether the patient did not present the cribri- 
form eruption of the palms occasionally encountered in psoriasis. This man has 
no other keratoses on the dorsal aspects of the fingers, where one would expect 
to find them as a result of taking arsenic. I think that a positive diagnosis must 
he established before the response to therapy can be gaged. 

Dr. George M. Lewis: Although there is no history of ingestion of arsenic, 
he lesions were typical of arsenical keratoses. There has been such a satisfactory 
esponse that little evidence of the disease remains. As is generally known, treat- 

ent in similar cases has heretofore been unsatisfactory. I believe that Dr. Sharlit’s 
treatment is worthy of further trial. 


Psoriasis? Roentgen Ray Dermatitis of Groins, Scrotum and Scalp; 
Roentgen Ray Ulcer of Perineal Area. Presented by Dr. E. Wiitiam 
\BRAMOWITZ. 


M. R., a man aged 59, a private patient, is a Russian Jew, now residing in 
ada. About twenty years ago an eruption developed in the groins and perianal 
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area, accompanied with severe itching. For twelve years, up to two years ag 

he received four or five roentgen ray treatments yearly to these areas from a roent 
genologist. He also received a smaller number of treatments to a scaly patch on 
the left parietal area of the scalp. 

The groins now present numerous telangiectases extending to the under surfac« 
of the scrotum and involving the perianal area and buttocks. At the upper pole 
of the median raphe there is an erosion 1 inch (2.5 cm.) by 1% inches (3.8 cm 
in size. This lesion developed in August 1944, when it was twice as large as it 
is at present. It has receded under bland topical applications. The patient als: 
presents scaly papules with some suggestion of telangiectasia and atrophy in the 
left parietal area of the scalp and leukoplakia of the mouth. He complains 
itching and pain in the perineal area. No palpable lymph nodes are present. Th: 
general physical condition is good. 

The patient is presented for suggestions as to therapy of the ulcerative area it 
the perineal region. 

DISCUSSION 

Dr. HERMAN SHARLIT: Obviously the patient has had a radiodermatitis. Ther 
is no accounting for the background, which may have been psoriasis. 

Dr. Max ScHeEER: The ulcers may heal, but they will break down again, and 
I think that ultimately surgical excision will have to be resorted to. Dr. Abram 
owitz pointed out some telangiectases on the patient’s scalp, in which area, he said 
he had received some roentgen ray therapy. However, I doubt that this could hav: 
been the cause, since I could see no alopecia in those areas. 

Dr. JacK Worr: Temporarily, I think that this man might receive a period 
of conservative therapy in an attempt to heal the ulcer. Rest in bed and a bland 
cream kept on at all times to avoid friction may lead to healing. If the area 
should break down again, I see nothing else except surgical removal and plastic 
repair. 

Dr. Mruran B. PARoUNAGIAN: I think that Alvagel (an ointment prepared 
from Aloe vera) is an excellent remedy for this type of radiodermatitis. 

Dr. Davin Broom: The presentation of this case is fully justified, for it 
again calls attention to the fact that most cases of radiodermatitis produced by 
the treatment of cutaneous diseases have been caused by excessive treatment given 
by general radiologists. Being accustomed to administer large doses of roentgen 
rays for malignant growths and having insufficient knowledge of -dermatology, the 
general radiologist overexposes the skin to the rays and underestimates the impor- 
tance of sequelae such as telangiectases. Unless a radiologist has had special 
training in dermatology and in the treatment of cutaneous diseases, he should 
treat dermatologic conditions only in collaboration with the dermatologist. 


Dr. Maurice J. Costetto: I think that the reason an ulcer developed on th« 
perineum and not on other areas is that there might have been some overlapping 
of roentgen rays when the patient was exposed from the front and then from 
the back. 


Dr. Georce M. Lewis: I should like to ask Dr. Abramowitz whether he has 
thought of using Aloe vera. I have had good results in several cases. 


Dr. Max Scueer: In private practice I have followed up a number of patients 
with ulcerations from roentgen ray and radium therapy. Even if the ulcers heal 
for a time with Aloe vera or other remedies, the healing is not permanent. They 
have always broken down again. The patient can be saved possibly months or 
years of suffering if surgical excision is performed at the start. I have never 
found any other method which was of more than temporary benefit. 


Dr. GeorceE M. Lewis: To answer Dr. Scheer, I might remind him that | 
presented before this Society last year a patient who had radiodermatitis wit! 
ulceration treated with Aloe vera. The lesion is still completely healed. It has 
now been well for over two years, and the skin is firm, with no sign of breakdown 
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Grorce C. ANpREWs: I can vouch for the tact that the skin looks healthy 
Dr. AntHony C. Crpotcaro: I have had similar good results with the use ot 
Vera. 
Dr. E. Witttram Apramowitz: I am not certain that this man has psoriasis 
has some scaly patches suggesting psoriasis, and it is possible that the original 
ns in the perianal area were also psoriasis. The patient has a radiodermatitis 
th an ulceration in the perineal area. What is the best therapy to use? One 
vays tears the ultimate development of malignant changes. In this instance, the 
er receded to almost one-half its size with the use of zinc oxide ointment contain 
g some essential oils. I think therefore that it might not be amiss to use something 
nservative such as an ointment cointaining cod liver oil or Aloe vera. If the 
cer healed and then recurred, it would probably require excision and _ plastic 
pair. The Aloe vera leaf is difficult to obtain, but the ointment can still be had 


Pityriasis Rosea Resembling Secondary Syphilis. Presented by Dr. Isapori 

ROSEN. 

R. W., a woman aged 29, registered at the clinic ot the Skin and Cancer Unit 

the New York Post-Graduate Medical School and Hospital on Nov. 12, 1944, 

mplaining of a generalized eruption of ten days’ duration. The eruption involves 
e anterior aspect of the trunk from the breasts down to the pubis, flanks, lowe: 
art of the back and buttocks. It consists of erythematous raised papules, mostly 
t oval shape, with some showing a scaly collaret. In the left groin there is a 
larger lesion which preceded the generalized eruption by about two days. There 
is only slight itching. The Wassermann reaction of the blood has not yet been 
eported., 

DISCUSSION 

Dr. WitBERT SACHS: I think that the unusual feature is the fact that the con- 
fusion between pityriasis rosea and secondary syphilis does not occur oftener. The 
istologic changes in the two may be similar in the early stages. The patient 
idmitted to Dr. Wise that there is itching, and there was a herald patch; hence, 
| am more inclined to believe that the disease is pityriasis rosea than that it is 
secondary syphilis. 

Dr. GirscH D. AstRACHAN: I agree with Dr. Rosen that this eruption suggests 
the possibility of syphilis. However, there are several features which speak against 
his diagnosis. First, the color is bright, while in syphilis it is dull. Second, the 
eruption is localized to the abdomen and back, while in syphilis it would be 
generalized. The absence of lesions on the palms, soles and mucous membranes, 
together with the absence of polymorphism of lesions, speaks against the diagnosis 

syphilis. 

Dr. MiHRAN B. PaROUNAGIAN: I think that it is a good thing that Dr. Rosen 
presented this case, because a mistake might be made in the hands of inexperienced 
dermatologists. I have seen many similar cases of pityriasis rosea diagnosed as 
syphilis 

Dr. Georce C. Anprews: I agree. 

Dr. Maurice J. Costerto: I have often heard Dr. Fox say that the only 
inportance of pityriasis rosea is to differentiate it from secondary syphilis. 

Dr. HERMAN SHARLIT: I am inclined to feel that there is no such thing as an 
thbsolute clinical differentiation between syphilis and pityriasis rosea when the 

tyriasis rosea does look like syphilis except by proving with serologic tests that 
is not syphilis. 

Dr. THomas N. GRAHAM: In addition to the features mentioned by Dr 
\strachan, I think that all the lesions are definitely oval, and I do not recall any 

se of secondary syphilid in which this was true. The lesions in syphilis are 

re inclined to be round. Also, the lesions in this case definitely follow the lines 
leavage, a distribution which is not observed in syphilis. 
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Dr. IsaporE RoseN: This case struck me as unusual. The uniformity of the 
lesions and the absence of the superficial scales usually seen in pityriasis rosea gav: 
this eruption the appearance of a maculopapular syphilid. The only feature against 
this diagnosis was the color. I have never seen such a close resemblance t 
secondary syphilis as in this instance 


Blastomycosis. Presented by Dr. ANTHONY C. CIPOLLARO 


J. M., a man aged 52, born in England, first attended the Skin and Cance: 
Unit of the New York Post-Graduate Medical School and Hospital on May & 
1944, complaining of a lesion on the right side of the neck of one year’s duration 
The lesion discharged a purulent material and had been gradually growing. The 
use of various topical applications had had no influence on the lesion. 

Qn examination at that time there was a round lesion, approximately 3 inches 
(7.6 cm.) in diameter, on the right side of the neck. The periphery was elevated 
and erythematous. The center was bright red, exudative and sievelike. Slight 
pressure on the surface of the lesion caused a purulent discharge to exude from 
the many tiny openings in the center. 

Several mycologic examinations, including cultures, failed to reveal the blas- 
tomycetes. On biopsy the disease was reported as possible blastomycosis. The 
Wassermann reaction of the blood was negative, and the urine and the blood 
count were normal. A specimen of blood was sent to Dr. David T. Smith, of 
Duke University, for an agglutination test, but it was hemolyzed on arrival and 
unfit for testing. 

In the belief that the lesion was one of blastomycosis, it was treated inten- 
sively with roentgen irradiation. Between March 26 and June 12, 1944, he 
received 2% units (1,375 r) of filtered (3 mm. of aluminum) roentgen rays in 
fractional and semi-intensive doses. The lesion healed with this treatment, except 
ior a portion along the lower edge. This was closely shielded, and additional 
radiation was applied in semi-intensive doses at intervals of every few days. 
Between June 26 and September 29, he received to this area an additional six 
erythema doses (3,300 r) of roentgen rays. The lesion had not responded 
completely, and it was decided to give him intravenous injections of sodium 
iodide. After the second injection this medication had to be suspended because 
of a severe gastrointestinal upset, with vomiting, diarrhea, etc. 


DISCUSSION 

Dr. Wirpert Sacus: I saw this patient some months ago, and he then had 
all the features that one would expect to find in blastomycosis. I think that the 
response to treatment has been excellent. Microscopic examination showed 
blastomycosis, but I could not find the organisms and therefore hesitated to make 
that diagnosis, knowing that several other diseases may give a similar histologic 
picture. 

Dr. GirscH D. AsTRACHAN: I was much interested in Dr. Cipollaro’s 
account of the reaction following the administration of sodium iodide. I have 
always felt that even with sodium iodide one should be careful and increase the 
dose gradually. I had an experience with a patient for whom I prescribed potas- 
sium iodide orally. After one or two doses of 5 drops each the patient returned 
to my office the same day with his tongue so swollen that he could not speak—a 
real macroglossia. The swelling decreased and the tongue became normal in 
a few hours. 

Dr. Mruran B. ParounaGian: I agree clinically with the diagnosis of 


blastomycosis. 


Dr. Georce C. ANvREWS: I think that the result of treatment is excellent. 
| recently treated a patient with blastomycosis: he had already received roentgen 
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therapy with resultant atrophy and consequently could not be given more. 
He had verrucous inflammatory lesions on the forehead and face and was treated 
ith iodides. The reason I mention this case is that the patient became depressed 

m potassium iodide in large doses. I had a similar experience with another 

itient, who was later able to tolerate 1,000 grains (64.9 Gm.) a day by mixing 
ual parts of ammonium, sodium and potassium iodides. 

Dr. Frep Wise: If I recall correctly, a blastomycin skin test was described 
at the International Dermatologic Congress held in Budapest, Hungary, in 1935 

Dr. GeorGe M. Lewis: I agree with Dr. Rosen that laboratory confirmation 
s important and should precede active therapy. It is my opinion that iodides 
soentgen rays are not particularly effective for blastomycosis. In cases 

early infections, certainly, the best treatment is complete surgical removal by 
excision or by curetting away the entire mass and following with electrodesic- 
ation. Even fairly large lesions are still amenable to that treatment. 

Dr. Georce C. ANDREWS: These lesions are frequently too far advanced to 
permit surgical excision, and there has been some feeling that excision might 
cause the disease to spread internally. Sulfonamide drugs were mentioned. I gave 
my patient a full course of sulfadiazine without improvement, and also 2,000,000 
units of penicillin without benefit. Iodides and roentgen therapy seem to give the 
hest results. 

Dr. ANTHONY C. Cipo_tLaro: I am sorry that the diagnosis was not better 
established, but before the patient came to me several eminent clinicians made 
a clinical diagnosis of blastomycosis. Careful mycologic and pathologic studies 
were made, but the results, although suggestive, were not conclusive. From my 
wn clinical observation the lesion was typical blastomycosis, and, as Dr. Sachs 
has just admitted, the histologic picture is that of blastomycosis, but he refused 
to make the diagnosis because he could not find the organism. There is no ques- 
tion that the disease responded well to heavy doses of roentgen rays, and there 
is no question that the patient will have some changes in his skin due to irradi- 
ation, but the disease is a serious one which could end fatally. I had a similar 
case in which the patient was cured with roentgen ray therapy, but pulmonary 
lesions developed and some two years later the patient died. I cannot help feeling 
from my limited experience and short observation that it is extremely difficult 
to demonstrate and culture blastomycetes in cases such as the one presented tonight 


Generalized Progressive Scleroderma. Presented by Dr. ANTHONY C. 
CIPOLLARO. 


F. A. a 42 year old man, a machine operator, born in Italy, consulted me on 
\ug. 25, 1944 because of an eruption of eighteen years’ duration. He is married 
and has five children who are living and well. No members of the family have 
died. The patient states that he had rheumatoid arthritis twenty years ago which 
necessitated hospitalization for six months; since then he has had no recurrence. 
\bout eighteen years ago he first noticed that his skin became hard and white. 
[he whiteness would be most pronounced in the winter months. The tips of 
the fingers would become sore after the slightest injury or even a scratch mark, 
ind months would elapse before these sores would heal. Recently he has had no 
esions on his finger tips, but ulcers have developed on various portions of his 
egs, and these have been extremely painiul and persistent. The smaller ones 
vould heal in a matter of months, and the larger ones would persist for years. 
He also suffers from intense pain affecting the feet and the legs. The pain is 
specially severe when he tries to walk in his bare feet. It also interferes with 
is sleep. He has been hospitalized and under the care of physicians on and off 
uring all these years. Numerous laboratory examinations have been performed. 

ot which revealed normal conditions. 


> 
Ve 
St 
t 
n 
d 
it 
nN 
= 
d 
it 
d 
n 
: 
. 
d | 
n 
| 
l 
| 
i 
I 
| 


532 {RCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The skin of the face is hard and moderately hidebound, does not wrinkk 
easily and has a peculiar pallor. There is a pinched expression. The hands are 
hard and partially stiff. The skin of the fingers is thick and white and lacks 
elasticity. The fingers taper down to a fine point. There are some scars of old 
ulcers on the tips of some of the fingers, and the subungual regions show some 
hyperkeratosis. In cold weather the hands are white. There are a number oi 
ulcerated areas on the outer side of each leg. On the right leg the ulcer is large 
irregular, about 0.5 cm. deep, punched out and dry. There are thirty or mor: 
scars of different sizes and shapes scattered over both legs. The toes show 
changes similar to those of the fingers, but to a much lesser degree. Scattered 
over the hands, arms, face and neck are telangiectatic vessels and small lesions 
resembling spider nevi, which the patient states he has had practically all his life 

The patient has been receiving weekly intravenous injections of 100 mg. o1 
sodium nitrite and has been using sulfathiazole powder on the ulcerated areas 
Many of the ulcers have improved and the active ones have dried up. About 
three weeks ago he was given erythrityl tetranitrate in ™% grain (0.015 Gm. 
doses, in addition to the intravenous injections of sodium nitrite. For the pain hx 
has been taking acetylsalicylic acid with codeine. The patient has shown steady 
improvement with this treatment. His general health has improved, and the local 
condition is better. 

DISCUSSION 


Dr. Maurice J. Costetto: I think that this patient has gone through all 
the changes, including dermatomyositis and scleroderma, and, in addition, has 
rectangular areas of telangiectasia on the face and buccal mucous membranes 
which have impressed me greatly as a constant feature of calcinosis cutis, sclero 
derma, dermatomyositis and other diseases. 

Dr. E. Witttam ApramMowi!tz: I think that the patient has sclerodactyly 
and there are numerous telangiectases on the face and the trunk and also in 
the mouth. These may be two separate and unrelated dermatoses. The ulcers 
on the legs would not be unusual in scleroderma. Vegetating verrucous lesions 
around the ulcer may occur after long-continued use of ointments, especially 
petrolatum. I should investigate the family history for hereditary telangiectasia 
Dermatomyositis associated with Raynaud’s syndrome is also a possibility. 

Dr. JAacK WorF: I agree with the remarks of Dr. Costello, especially with 
regard to rectangular telangiectasis, since it occurs in a certain type of severe 
scleroderma. 


Dr. ANTHONY C. CrpoLLaRo: I presented this case because Dr. Costello has 
shown several similar ones. When I referred to the literature on scleroderma. 
Raynaud's syndrome and dermatomyositis, I found it difficult to incorporate all 
the symptoms that this patient presents under any one of these categories. This 
is an extremely confused clinical picture, and the name “scleroderma” does not 
cover the lesions which this man presents. The telangiectases which Dr. Costello 
mentioned appeared many years ago, about the same time as the disease. Thx 
patient gives a history of having had a severe infection accompanied with 
arthritic symptoms, which required hospitalization for six months. This is seen 11 
cases of dermatomyositis. I really should have presented the case as one ot 
scleroderma with a question mark. The skin definitely does not wrinkle. The 
patient now presents one large ulcer, but two months ago he had half a dozen 
ulcers on. each leg. I should like to attribute the improvement to the local us: 
of sulfathiazole powder and to the administration of vasodilators. I decided o1 
sodium nitrite, for it produces prolonged vasodilation. Dr. Walter Duggan 
of Utica, N. Y., has cured many patients with tobacco blindness and othe: 
diseases of the eye with this drug, and he was the first to bring to my attentio: 
its value in scleroderma and other cutaneous diseases. 
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LOS ANGELES DERMATOLOGICAL SOCIETY 
A. Fletcher Hall, M.D., President 
Clement E. Counter, M.D., Secretary 
Nov. 14, 1944 


A Case for Diagnosis (Syphilitic Verruciform Melanoleukoderma?). Pre- 
sented by Dr. MoLLEURUS COUPERUs. 


\. S..a woman aged 46 years, was born in the state of Jalisco, Mexico. She 
ume to the United States at the age of 16. When she was 7, she had a “sore” 

the back of the right leg, which remained for several months and left a brown 
gmented area. The next year she had a generalized eruption which resembled 
hickenpox or smallpox. The present lesions are said to have appeared first on 
he feet two years ago. This eruption soon spread to the rest of the body. Some 
esions were moist. Itching of some of the lesions was present at times. 


Fig. 1—Atrophic and hyperpigmented lesions on the chest. 


She was married the first time twenty-one years ago and the second time ten 
vears ago. There have been seven pregnancies. The first four resulted in children 
who are alive and well. The youngest is 6 years old. The last three pregnancies 
resulted in miscarriages. The first of these was four years ago. Her present 
husband acquired syphilis at an early age. A Wassermann reaction of the patient's 
blood ten years ago was negative. 

There is a crusted weeping eruption on the scalp and erythema, fissuring and 
rusting of the skin surrounding the ears and involving the pinna, suggesting a 

borrheic dermatitis. There is a similar eruption in each inguinal region. There 
ire also moderate fissuring and scaling between all toes. On the upper part of the 
est, the back, the shoulders and the legs the patient has large oval lesions. 
\fany of these lesions are about 1 cm. wide and 4 cm. long. Some are discrete, 
ind many are confluent, giving a serpiginous arrangement. Lesions are slightly 
levated at the periphery, with slight, fine scaling margins. Many lesions are 
rownish red with pinkish white centers. A few areas have only the achromi 
i remaining. On both legs, lesions are hyperkeratotic. Several lesions in this 
rea are dark brown and appear angiomatous in their centers. There are varicose 
ns ot both legs. 
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The Wassermann reaction of the blood was first recorded Positive two Vvears 
igo. Tests of the spinal fluid gave normal results except for a moderate midzone 
rise on the colloidal gold test. The youngest child had a negative Wassermam 
reaction of the blood one year ago. The most recent Wassermann reaction ot 
the patient's blood was negative 

The biopsies from three different lesions showed essentially the same conditions 
There were hyperkeratosis and parakeratosis and considerable irregular acanthosis 
There was a dilatation of the capillaries immediately beneath the epidermis, with 
a moderate amount of lymphocytic infiltrate. At the extremity of an enormously 
enlarged -rete peg, there is a dense infiltrate of lymphocytes and plasma cells 


Fig. 2—Hypertrophic lesions on the legs 


There is also a perivascular infiltration of lymphocytes and plasma cells and an 
occasional epithelioid cell. 

There has been continual, antisyphilitic treatment for the past eighteen months 
This treatment has been alternate courses of bismuth subsalicylate and oxophen- 
arsine hydrochloride. 

DISCUSSION 

Dr. Hat E. Freeman: I cannot consider this a syphilitic leukoderma. This 
was a syphilitic eruption, I believe, and there is depigmentation following an acute 
syphilitic process. Of course, in such a person one would think of leprosy, but 
the histologic section does not bear that out and the nasal smears do not show 
Hansen's bacilli. This is syphilis, but [ do not believe that it is leukoderma 
syphiliticum. 
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Dr. H. C. L. Linpsay: I agree with Dr. Couperus that it is syphilis, not 

thstanding its resemblance to lichen planus. 

Dr. KENNETH Stout: I feel dubious that the lesions are on a syphilitic basis 

raise the question whether this might be a case of pinta. The patient has lived 

areas where pinta is common. 

Dr. SamueL Ayres: This case shows an unusual picture. I do not think that 
he possibility of syphilis has been disproved, because there is much in 
favor of it. The lesions on the chest and back with pigmentary changes are 
unusual. The verrucous and hyperkeratotic nature is unusual. There seems to 
be a follicular hyperkeratosis over the trunk, which might point to a vitamin A 
jeficiency. There is a strong possibility that one is dealing with tertiary syphilis 
modified somewhat. 

Dr. M. E. OperMAyerR: Pinta can be ruled out by the presence of extensive 
scarring. The late stage of pinta is characterized by pigmentary disturbances, 
and only in some instances have lesions of long standing been known to become 
atrophic. I should consider the possibilities of late syphilis, yaws and perhaps 
leprosy. The atrophic scarring with peripheral hyperpigmentation, which was 
evident in every lesion, is suggestive of syphilis. May I point out that in this 
patient a terminal phase of the cutaneous manifestations is being dealt with and 
not active inflammatory lesions? The presence of hyperkeratotic surface changes 
makes no difference in this respect, as such changes are not infrequently encoun- 
tered associated with scarring of all types. They represent an individual reaction 
of the patient rather than a specific manifestation of the disease. 

Dr. W. H. GoECKERMAN: Why not consider one of the tropical diseases, such 
as leishmaniasis, since the patient is a Mexican? All that is to be seen today is 
atrophic scars of discrete, rounded type and of various sizes. I do not believe 
that the scarring is the result of syphilis, because only healed discrete gummas 
could show such an appearance, and the history will not allow one to assume that 
such gummas were ever present. 

Dr. NELSON Paut ANDERSON: Does it not appear that this patient had had 
enough treatment to rule out the probability that these lesions are due to syphilis ? 
| thought that the one histologic section was more suggestive of lichen planus 
than any other condition. If Krajian’s method was used in staining one section 
for organisms, I believe that the absence of spirochetes would exclude pinta, Only 
a syphilis strongly resistant to treatment could possibly give this picture. In such 
a case the Wassermann reaction of the blood should be positive. 

Dr. Morteurus Couprrerus: When the patient was first seen, lichen planus, 
pinta and late secondary syphilis were considered. The biopsy did not seem to 
support the diagnosis of lichen planus. A Krajian stain for spirochetes was 
negative. Photographs sent to Dr. F. Latapi in México, D. F., Mexico, were 
returned with the comment that he had never seen any pinta of that type. He did 
not know what the eruption might be. I do not know what the lesions are. I felt 
that both the biopsy and the over-all picture were most compatible with an unusual 
late secondary or tertiary syphilitic lesion. The Wassermann reaction has become 
negative. The lesions have improved only slightly during the antisyphilitic therapy. 


Syphilis with Amyotrophic Lateral Sclerosis. Presented by Dr. Hat E. 
FREEMAN. 


A. V. J., a man aged 39 years, had a penile ulcer twelve years ago. This was 
tollowed by a positive Wassermann reaction of the blood. There has been a 
muscular “wasting” of the thenar and hypothenar areas during the past six years. 
His father had a right hemiplegia, said to have been caused by acute poliomyelitis. 

The skin is normal. The patient has red hair and an extensive distribution 
of lentigines. The superficial tendon reflexes are bilaterally hyperactive. The 
pupillary reflexes to light and in accommodation are normal. Ankle clonus is 


present. 
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The reaction to the Wassermann test of the blood was strongly positive six 
months ago. <A test of the spinal fluid at the same time showed a weak positive 
reaction to the Wassermann test, a trace of globulin, a normal cell count and a 
normal colloidal gold curve. 

Treatment for syphilis has consisted of five intramuscular injections of mercury 
and thirty intravenous injections of arsphenamine twelve years ago. There hav 
been twenty-seven intravenous injections of tryparsamide in the past six months 

DISCUSSION 

Dr. ALEX CAMPBELL (by invitation): I noticed that the patient was being 
treated with tryparsamide. If his amyotrophic lateral sclerosis is due to syphilis 
I should think that it would be more correctly classified as a vascular neuro 
syphilis and that treatment should be with bismuth and a trivalent arsenical. 

Dr. J. WaALteR Witson: This may be peripheral neuritis due to lead. The 
man has a history of being a painter for fifteen years. 

Dr. Hat E, Freeman: I think that perhaps Dr. Campbell is right and that 
tryparsamide is not indicated here. I have been giving the patient tryparsamide, 
on the theory that he had syphilis of the central nervous system. It has recently 
occurred to me that the amyotrophy might not be due to syphilis. I do not agree 
with the theory that this is a neuritis. The man has a positive serologic reaction 
His reflexes are present and hyperactive, which is con 


He does not have tabes. 
the cause of which could 


sistent with a diagnosis of amyotrophic lateral sclerosis, 


be syphilis 


Lentigo. Presented by Dr. M. E. OperMayenr. 


\W. H., a boy aged 10 years, was hit on his nose by a wooden bat two years 


ago. No visible injury of the skin was produced. Three days atter the injury 
a black spot appeared on the nose, which remained unchanged. It has not grown 
and has caused no subjective symptoms. There is a black macule, about 1 cm 
in diameter, of irregular contour on the bridge of his nose Diascopic pressur 


produces no change in color. 
DISCUSSION 

Dr. H. C. L. Linpsay: The lesion is a dark brown mark made by some 
extraneous color introduced under the skin. It could be taken out easily with a 
minor operation without disfiguring or scarring. : 

Dr. W. H. GoECKERMAN: I saw this patient and referred him to Dr. Obermaye: 
for his opinion on the therapeutic procedure. There was enough pigment to 
suggest a melanoma, but it is likely that some foreign substance may explain the 
pigmentation, since there is a history of trauma. I did not want to take a smal! 
biopsy specimen, and ordinary excision of the lesion might leave considerabl 
deformity. A plastic surgeon could probably handle it best. 

Dr. SamMueL Ayres: This case is a good deal like a practical examination by 
the American Board of Dermatology and Syphilology, Inc. Because of the location, 
color and history, it presents a problem that involves the most profound use of 
I do not think that the issue should be sidestepped. I could not 


good judgment. 
Dr. Obermayer says 


vet a clear understanding about the growth of the lesion. 
that it has not grown. I should be inclined to leave it alone unless it does show 
evidence of growth or thickening. If it is taken off deep enough for one to be sure 
of getting rid of it, a considerable defect would be left. I should leave the removal 
of it to a plastic surgeon. 

Dr. ALEX CAMPBELL (by invitation): This case reminds me very much of one 
reported by Dr. Scharlit, of New York. His patient had stuck an indelible pencil 
into the skin, and shortly afterward a pigmented lesion appeared at the site. The 
question arose clinically as to the nature of the pigment, whether it was from the 
pencil or whether it was melanin. The lesion turned out to be a malignant 


melanoma. 
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Den BH. GC: L. LInpsayY One is reminded of the case of a woman who had 
lack dime-sized plaque on her shoulder just below the left clavicle. She 
ia wide flat scar 2 inches (5 cm.) below the black mark, which was the result 


in automobile accident in which her collar bone had been broken. The black 
sion being considered a tattoo mark, it was removed surgically The color 
tended so deeply that it was deemed wise to have Dr. A. G. Foord, pathologist, 
umine sections from this tissue. Dr. Foord explained that the pigment was due 
re used in fixing the broken clavicle. The discoloration had worked to the 
ttaneous surface 2 inches (5 cm.) above the scar on the chest over the right breast 
Dr. M. E. OperMAYER: I believe that this lesion 1s a simple lentigo, and the 
k of increase in size over a period of two years is evidence against its being 
ntigo maligna. It was presented because of the interesting feature of trauma 
ving preceded the appearance of the lesion. The patient of Dr. Lindsay who 
id tattooing due to wire used in the fixation of a fractured bone raises the 
iestion of the possibility of an accidental tattoo. Since the skin was said not t 
- been unbroken by the trauma, the diagnosis of tattoo is not likely. I believe 
it the lesion is melanotic and—with the possibility of lentigo maligna in mind 
it it should be surgically excised. Because of the cosmetically important loca 
excision will be performed by a plastic surgeon, and I shall carry out the 

ric study. 


A Case for Diagnosis (Localized Sclerodefma?). Presented by Dr. Rocks 


WAKEFIELD. 
\. E. B., a white man aged 32, began to have a hardness of the skin over a 
| patch 10 cm. in diameter on the right side of the chest about eight months 
The second similar lesion appeared three months after the first one and was 
ited about 15 cm. from the first lesion. There has been a light brown color ot 
lesions. After the local use of 5 per cent sulfathiazole ointment, a vesicular 
tion developed, which has healed slowly. 
here are round areas of induration of the skin of the right side of the chest, 
some dull erythema of the margins. The deeper color at the margins gradually 
es toward the middle, where the lesions are an ivory color and are thickened 
brawny. There are some scarring and telangiectasia over the surfaces of the 
DISCUSSION 
Dk. STANLEY ANDERSON: I thought that this might be a scleroderma. 


Dr. JOHN Rocers: I agree with the diagnosis of scleroderma. The skin is 


lefinitely inelastic in the affected areas, and it has an ivory-like appearance in at 


ist a portion of the lesions. 

Dr. CLEMENT COUNTER: I suggest the diagnosis of localized scleroderma. 
irefully localized roentgen ray therapy may be beneficial. A few months ago 
presented a woman having localized scleroderma on the breast. She was given 
roentgen ray treatments. Each treatment was 150 r and carefully localized to 
e lesions. Two weeks elapsed between treatments. There were softening and 
provement. On first thought, such therapy does not seem logical, especially 
en one considers that scleroderma is an atrophy and that the effect of roentgen 
erapy tends toward atrophy. 

Dr. Netson Paut ANpeRSON: I agree with Dr. Counter that this is a linear 
irphea. I think that it would be worth while to give the patient bismuth therapy. 
have seen 3 cases of this type in which the improvement following bismuth 
crapy has been astounding. Two of the patients were presented before this 
1ety. One was a little girl, presented about a year ago, with a linear sclero- 


‘rma involving the side of the nose. The other was a little girl with linear 


croderma involving the fingers, and improvement followed bismuth therapy. 


'r. J. H. Stokes saw the second patient and is to be credited with the suggestion 


this type of therapy. A third patient, in private practice, has also improved 
itly with this type of therapy 
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Dr. RoGers WAKEFIELD: I saw this patient twice, once in May and again tw: 
weeks ago. He was sent to me in May on account of the dollar-sized patch on the 
front of his chest, macerated and raw, which he said had been a mass of blisters 
He said that he had a pain in his chest, and he was sent to me with a tentative 
diagnosis of shingles. I sent him back and told the physicians who had referred 
him to me to continue the same treatment. The lesion stayed raw until all treat- 
ment was stopped, and then it healed. I have not seen that process occur in the 
localized sclerodermas; so I thought I should let it alone. 

Dr. CLEMENT Counter: Dr. Wakefield, was there no obvious explanation 
for the vesicular eruption? 

Dr. RoGers WAKEFIELD: The only explanation | thought of was that when the 
first eruption occurred he had been wearing a workshirt with a pencil in the 
pocket. Since then he has been careful not to carry anything in that pocket. 


Charcot Joint of the Right Ankle. Presented by Dr. H. C. L. Linpsay. 


C. N., a white man aged 67, had gonorrhea forty-seven years ago and syphilis 
thirty-six years ago. Later “tertiary ulcers” developed on the left shin. Scars 
of these lesions are present yet. Fourteen years ago the right foot became swollen. 
This swelling included the whole right leg. The present swelling of the left ankle 
began eleven months ago. 

The patient weighs 120 pounds (54.4 Kg.). He walks with a limp. The lett 
ankle is swollen. The pupils are small and fixed. The Romberg sign is elicited 

Roentgenograms taken of the right ankle eight years ago showed a crushing 
injury of the tarsus, with fracture of the astragalus and of the tarsal scaphoid 
bone of the right foot. There is a continued destruction in the tarsal region, with 
resulting deformity. Some debris is present. Charcot joints are present. Roent- 
genograms now show the same type of disintegration of bone and cartilage as was 
present in the right ankle eight years ago. 

The Wassermann reaction of the blood was strongly positive twenty years ago 
but has been negative for the past ten years. 

DISCUSSION 

Dr. H. C. L. Linpsay: This patient was treated with arsphenamine as early 
as 1908. It is to be noted that when swelling of the joint was great and some 
pain was present minimal changes were to be seen by roentgenograms of the bone 
structure. Yet in an interval of only a few weeks when swelling and pain had 
subsided decided disintegration of tissue, bone and cartilage was easily discernible 
in the roentgenograms. 


A Case for Diagnosis (Follicular Type of Seborrheic Dermatitis?).  Pre- 
sented by Dr. M. E. OpeRMAYER and Dr. K. L. Stott. 


R. S., a white youth aged 20 years, who is a sailor, has had “sinus trouble” for 
about twelve years. His nose becomes “stuffed up” periodically, especially after 
sudden changes in temperature and on contact with cats. Asthmatic attacks also 
occur on such occasions. 

The present eruption has been recurrent since the patient was 8 years old. It 
usually appears on the trunk. There is mild itching. Attacks last for six weeks. 
The lesions are bright red in the beginning of attacks and keep that shade for 
two weeks. Then they start to fade gradually. Physical exertion, especially ir 
associated with excessive perspiration, seems to provoke recurrences, and it always 
aggravates the disorder. The eruption consists of discrete closely grouped ery- 
thematous papules. Lesions vary from the size of a pinhead to that of a pinpoint. 
They are distributed over the nape of the neck, the back and the upper portion of 
the chest and the arms. Lesions have the appearance of follicular papules with 
smooth surfaces. Two irregularly shaped plaques, 1 to 2 cm. in diameter, denuded 
of surface epithelium, are present on either side of the tongue. 
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The biopsy section shows some intracellular and intercellular edema of the 
prickle cell laver in the otherwise normal epidermis. The dermis*is edematous, 
with some lymphocytic infiltration. There is 1 large follicle, the sebaceous gland 
{ which appears normal but whose duct is surrounded by a lymphocytic infiltrate. 
[he sweat glands are normal. 

DISCUSSION 

Dr. Mottecrus Couperus: I believe that the clinical appearance as well as 
the biopsy is compatible with the diagnosis of seborrheic dermatitis. There was 
much follicular plugging of the nose. The eruption disappeared at times, especially 
after exposure to ultraviolet radiation. I suggest the diagnosis of follicular 
seborrheic dermatitis. 

Dr. Hat E. FREEMAN: Phrynoderma should be considered. This is a follicular 
hyperkeratosis, and I believe that a vitamin A deficiency should be thought of. 
| heard various members discussing pityriasis rubra pilaris. If the eruption is 
phrynoderma, vitamin A will help it. If it is a seborrheic dermatitis, vitamin A 
will aggravate it. 

Dr. M. E. OperMAyerR: This case is difficult to evaluate. When I first saw 
the patient, the eruption reminded me of miliaria rubra. The associated hyper- 
hidrosis seemed suggestive. The long duration and the microscopic features are 
incompatible with such a diagnosis. Follicular ichthyosis can be ruled out by the 
absence of signs of this disease elsewhere. The eruption is also incompatible with 
pityriasis rubra pilaris both clinically and histologically. Dr. Couperus’ suggestion 
i follicvlar seborrheic dermatitis is unlikely because of the extent of the eruption 
and its early onset, at the age of 8. We have no diagnosis to offer, but since an 
inflammatory follicular eruption is present it was thought that the administration 
of high doses of vitamin A might be of benefit. The patient has been taking 200,000 


units a day. 


Pityriasis Rubra Pilaris. Presented by Dr. FLetcHER HAL. 


W. E., a 35 year old white man who works as a crystal grinder in a radio 
manufacturing plant, was well until about twelve years ago. While he was work- 
ing as a musician in an orchestra, he noticed a papular eruption affecting the 
back of his neck and scalp. This did not respond to treatment, and within a 
year or so the forearms were involved. The eruption has been constant, gradually 
affecting more and more of the surface of the body. The legs were not severely 
involved until about six months ago. The patches on the abdomen are of about 

year's duration. He has worked at his present job for five months. Before 

that, he spent seven years in a lumber mill in the Northwest. There has been 
no significant change in the dermatitis accompanying his change in occupation. 
Itching is rather severe at times but is not a constant feature. 
The hypochondrium shows a patch twice the size of a palm of evenly distributed 
bright red follicular papules. A similar patch involves the entire lower part of 
the abdomen and the pubic region. The inner and posterior aspects of the thighs 
and the legs down to the shoe top level show similar but more pronounced follicular 
prominence, complicated by extensive scaling and crusting. All aspects of the 
forearms are similarly affected. The hands, feet, chest and back are unaffected. 
rhe dorsal aspects of the fingers have been affected but are not at present. 

The biopsy specimen shows enlargement and clubbing of rete pegs without hyper- 
keratosis and enormous elongation and widening of the hair follicles. 


DISCUSSION 
Dr. Hat E. Freeman: This is an excoriated and extremely pruritic eruption 
imited to the extremities, in which vesicles and pustules are present. It is typical 
t a dermatitis herpetiformis. 


Dr. SamMuet Ayres: I could not see anything that looked like dermatitis 
erpetitormis. I could see no classic grouped vesicles, but the patient did have 
widely disseminated eruption involving the follicular structures with hyperkera- 
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tosis. There was some scaling. By looking at his arms alone one might wonder 
whether he was not working in cutting oils. He said that the eruption was 
present long before he began to work at his present job. I do not know whether 
it should be called pityriasis rubra pilaris or not. It verges on the disease 
It is not a classic case, but I do not see any dermatitis herpetiformis. I think 
that it comes closer to pityriasis rubra pilaris or a follicular hyperkeratosis. 
I should like to see what high doses of vitamin A would do. 

Dr. W. H. GorcKkERMAN: I have seen a good many cutaneous pictures oi 
this type and have always had difficulty in classifying them. I call this a sebor- 
rheid. Pityriasis rubra pilaris or dermatitis herpetiformis do not. seem logical 
diagnoses. 

Dr. H. C. L. Linpsay: There are two factors here: One is a chronic eczema 


which he has had for years; the other appears to be due to an external factor 
The latter is the dermatitis on the forearms and legs, extending from the lower 
apron hem toward the feet and from the fingers and hands to the edge of his 
rolled-up sleeves. A percentage of men employed in polishing lenses suffer from 
oil and carborundum dermatitis. This patient is contacting similar materials in 
his work. 

Dr. NELSON PauL ANDERSON: [I believe that the patient presents an atypical 
dermatitis herpetiformis. When one looks at a relatively common cutaneous 
disorder like pityriasis rosea, all types of variations from the typical textbook 
case are found. I do not see why there cannot be an atypical dermatitis her- 
petiformis, more or less symmetric, involving the arms and legs and anterior 
portion of the trunk without the classic distribution, involving the elbows, knees 
and upper part of the back. Before I should accept any other diagnosis, I should 
like to have dermatitis herpetiformis ruled out by differential blood counts and 
biopsies, particularly of the pustular and vesicular lesions. It might be worth 
while to perform a patch test with potassium iodide, and the patient might be 
given some potassium iodide three times a day to demonstrate increase of lesions. 

Dr. A. F. Hatt: In closing, I must of course agree with Dr. Ayers that the 
eruption does not look like dermatitis herpetiformis. Instead of giving the patient 
potassium iodide as a diagnostic procedure, I shall give him vitamin A in large 
doses for a month and then present him again. In my opinion, the microscopi 
section looked like pityriasis rubra pilaris as described by McCarthy. I am not 
willing to accept the diagnosis of dermatitis herpetiformis. 


CHICAGO DERMATOLOGICAL SOCIETY 
Lester M. Wieder, M.D., President 
Marcus R. Caro, M.D., Secretary 

Noy. 15, 1944 


Pigmentation Following Morphea (and Arsenic?). Presented by Dr. Earte 

R. (Pace, 

Mrs. J. L., a white woman aged 22, presents a widespread pigmentary disturb- 
ance of the neck, trunk and proximal segments of the extremities. The onset 
coincided with the onset of menstruation ten years ago. The earliest patches were 
in the cubital fossae and on the upper part of the inner thighs and were hard 
thickened and inflexible. New patches have appeared from time to time, al! 
eventually resulting in pigmentation as now seen. 

At present she shows coin-sized to egg-sized brown, pigmented patches, whic! 
fuse into sheets in many areas. The pigmentation is a smooth tan to brown 
discoloration, flecked with lighter spots. On the trunk, particularly on the abdom- 
inal wall, it is diffuse and nonmarginated and resembles arsenical pigmentation 
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ntral parts ot some larger patches, notably in the cubital fossae and on the 
- show a definite atrophy, with a transparency like that seen in acroderma 
ronica atrophicans. There is no sclerodermatous hardness anywhere now, 
ere are no textural changes other than this atrophy. 
ree grandparents are diabetic. Both parents and two grandparents have 
goiters requiring operation. The patient was potbellied in childhood and had 
isal metabolic rate of —40 per cent at the onset of menstruation and the 
hea. She has been under treatment by an endocrinologist in Seattle. She 
taken thyroid tablets since 1934, with the exception of one year. She took 
rain (0.06 Gm.) daily between the ages of 14 and 20 and is now taking 2 grains 
(jm.) daily. The latest basal metabolic rate was —15 per cent. She was 
solution of potassium arsenite U. S. P. from May 1943 to May 1944, which 
ed to intensify the pigmentation. The pigmentation seems to be more striking 


e the menstrual period, 

Phe histologic examination of a section removed from the margin of a 
trophic patch on the upper arm showed a flattened epidermis with a thin 
nucleated scale and a considerable amount of pigment in the basal layer. In 
subpapillary layer the vessels were dilated, while the deeper part of the corium 
relatively avascular. In the papillae and in the subpapillary layer there were 

‘ large chromatophores, which were densely packed with brown pigment 
inules. Some of these lay in linear strands along the vessels. Perles’ prussian 
e reaction showed a complete absence of iron pigment. Weigert’s stain showed 

lastic fibers to be fragmented throughout the corium. 


DISCUSSION 


kk. E. M. Smita Jr.: I had a patient with scleroderma who was presented 
he society some months ago in whom there was the same degree of pigmenta- 
rhat patient did not receive any arsenic and improved remarkably well on 
uth therapy. 
kk. THEODORE CORNBLEET: The bones have been found to act as major 
ts for arsenic. From them this element is distributed and then returned via 
blood. Considerable quantities can be present in such a circulation, even 
igh little is excreted by the urine, feces and sweat some time after incorpo- 
tion into the body. The agents which mobilize lead and calcium may be useful 
mobilizing arsenic. Thus parathyroid is excellent for a while, until it becomes 
ectual by habituation. If stopped for a while, it may again be employed 
esstully. Dihydrotachysterol has not proved so effective as parathyroid thus 
Sodium citrate, which is useful in chronic lead poisoning, is definitely useful. 
ese agents I have found worth while against arsenical keratoses and pig- 
ntation. 


ey 


Dr. C. W. Finnerup: Although the patient may have misunderstood my 
question, she gave me the impression that she thought that if any change had 

curred, there was less pigmentation after she had taken arsenic and that in 
beginning there was not only greater pigmentation in the areas but also 

table hardness. 

Dk. Epwarp A. Otiver: I had the opportunity of seeing and examining this 

tient in my office. After listening to her history carefully, I felt that the pig- 
ntation, even though it appears to occur in localized areas, was due to the 

gestion of arsenic. She undoubtedly had morphea and was given solution of 
sium arsenite U. S. P., which she took for over a year. 

Dr. S. J. Zakon: Why would not sodium thiosulfate be indicated as a 
apeutic agent after arsenic? 


kk. E. R. Pace: As to the effect of arsenic, the patient originally told me, 
at least I understood it so, that the pigmentation was intensified by arsenic. 
was also the impression that was given by another physician who had her 
observation. Since then I asked her the same question, and she said that 
ot increased by the arsenic. I saw her only twice. 
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A Case for Diagnosis (Lichen Planus?). Presented by Dr. F. E. Senzs 
and Dr. M. R. Caro. 


J. Z., a white woman aged 39, first noticed a white spot “like a canker sor: 
on the left side of her tongue about one and one-half years ago. This spread 
rapidly to involve the buccal mucosa of the left cheek. The entire tongue soo: 
became inflamed, and there was considerable pain. Occasional slight remissions 
were followed by sudden exacerbations. Smears of material taken from th: 
tongue by a physician consulted previously were reported to have shown yeast 
spores, and a roentgenogram of the lungs showed a peculiar shadow, that was 
not diagnosed. 

When the patient was first seen by us, on March 15, 1944, the condition 
the mouth was approximately the same as it is today. The patient also complained 
of a vaginal discharge and a productive morning cough. There were a few 
lesions on the back of the left hand that suggested lichen planus. 

Smears of material from the tongue and buccal mucosa showed no _ fungi 
The urinalysis and chemical and cytologic examinations of the blood gave normal 
results. The fluoroscopic examination and the roentgenogram of the chest showed 
massive irregular density in the middle of the right pulmonary field and multipl 
nodular infiltrations in other parts of the lungs. These conditions were considered 
consistent with a mycotic infection. A bronchoscopic examination showed the 
laryngeal mucosa to be ulcerated in a manner similar to that of the tongue. The 
trachea and bronchi were essentially normal. A slight amount of secretion was 
aspirated for examination, but no fungi or other organisms were isolated. 

The patient had many amalgam and gold fillings in her teeth. All the amalgan 
was removed from her mouth, to rule out a possible galvanic current as an 
etiologic factor in the production of the stomatitis. There was no improvement 
in the lesions or in the symptoms following this procedure. 

A specimen was removed from her tongue for histologic examination and was 
reported as follows: “The surface epithelium is missing and is replaced by a fairly 
thick membrane composed of debris, fibrin and numerous leukocytes. The super- 
ficial layers of the tongue itself are infiltrated by a mixture of leukocytes and 
lymphocytes and a moderate number of histiocytes. There is a decided new 
formation of capillaries, and in places the infiltrating cells tend to assume a 
somewhat perivascular arrangement. There is considerable destruction of normal 
tissue, including striated muscle tissue. A diagnosis of acute and chronic non 
specific inflammatory granuloma of the tongue was made. There’ was no histologi 
evidence of tuberculosis, actinomycosis or blastomycosis. With this microscopi 
picture syphilis should be ruled out.” 

Biopsy of a specimen taken from a lesion on the back of the left hand showed 
the histologic changes of lichen planus. 

Before coming under our care, the patient had received many forms of treat- 
ment, including injections of arsenic, mouth washes and local cautery. Since then 
in addition to dental care, she has received vitamin B complex by mouth, injections 
of a bismuth preparation, injections of mercuric salicyarsonate and intracutaneous 
injections of smallpox vaccine. In spite of the treatments, there has been no 
appreciable improvement in the condition of the mouth or in the pain. 

At present there are healing papules of lichen planus on the backs of the 
hands and on the flexor surfaces of the left wrist and forearm and a papule on 
the left thigh. The left buccal mucosa is eroded and inflamed. There is a large 
ulceration on the left side of the tongue, covered by a grayish membrane and a 
smaller ulcer in the midline. In addition, there are whitish patches on the dorsal 
surface of the tongue. 


DISCUSSION 


Dr. C. W. Frxnerup: It is known that lichen planus can closely simulate 
lupus erythematosus in all areas and vice versa. I saw the section, and I must 
say that the section taken from the dorsum of the hand is an excellent specimen 
of lichen planus. If she had only those lesions on the hands I am sure it would 
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decided definitely that the patient has lichen planus. The changes present on 
e lower lip were not characteristic of lupus erythematosus. | think that it ts 
gether likely that she has lupus erythematosus, because of the erosions on the 
ccal mucous membrane with little vessels which radiate out from the border, 
ne of the characteristics of recent lesions of lupus erythematosus of the buccal 

1cous membranes; however, I have never seen erosion so severe in lupus erythem- 
atusus as in this instance. This is one of the symptoms which is usually absent 

lichen planus. I think that this case will prove to be one of lupus erythematosus. 

Dr. C. W. LaymMon, Minneapolis: Erosion or ulceration is most unusual in 
ichen planus, but it does occur. Such cases have been reported in the French 
literature, and in one instance an epithelioma developed at the site of such an 
ilceration. In the case of Drs. Senear and Caro, I think that the diagnosis of 
lichen planus should be accepted, especially in view of the presence of lesions on 


the body. 

Dr. Oxiver S. Ormspy: The erosion on the tongue imterested me. My 
associates will agree with me that we have had 5 or 6 patients in the office with 
erosions similar to this, produced by lichen planus. 

Dr. H. E. Micuerson, Minneapolis: With patients who have severe lichen 
planus in the mouth the cutaneous lesions may subside but the oral lesions persist 
ior years. In such patients heavy metals may precipitate stomatitis, and a patient 
may become ill from this. 

De. F. E. Senear: I am particularly glad that Dr. Finnerud brought up 
the question of lupus erythematosus. When we first saw this patient we considered 
diagnoses of lichen planus, lupus erythematosus and monilial infection of some 
type. One thing that was striking in the picture was the presence on the dorsum 

the tongue of a number of tiny lesions, of pinhead size to slightly larger. 
\lany of these cleared at the center, giving the appearance of tiny reddish stomas 
surrounded by a fine whitish ring. This patient had this the first day we saw 
er. The palate was heavily involved, presenting the same type of lesion. It is 
said that erosion or ulceration may occur in lichen planus of the mucous mem- 
brane; yet we have never seen breaking down so extensive as that in this case. 
lhe biopsy had been made on a specimen from the tongue at another institution. 
\We were unable to get another biopsy, and the report on the biopsy as sent to us 
vas not at all satisfactory. 


Perifolliculitis Capitis Abscedens et Suffodiens, Cleared with Penicillin. 
Presented by Dr. THEODORE CoRNBLEET and Dr. M. S. KaAGeN (by invitation). 


rhis patient has had an eruption of the scalp for one and one-half years, 
which consisted of large, burrowing intercommunicating sinuses filled with pus 
and covered by crusts. The hair was absent over the affected areas. Various 
edicaments were used, without benefit, including sulfonamide drugs administered 
vocally and internally and roentgen rays. 

In September the patient was hospitalized and received 75,000 units of peni- 
llin intramuscularly and local applications of the solution. The latter was in 
concentration of 200 units per cubic centimeter of isotonic solution of sodium 
loride and was used for five days. There was prompt improvement on the 

regimen, but complete healing did not occur until a few weeks ago. 


DISCUSSION 


Dr. H. E. MicHetson, Minneapolis: I had experience with 2 such cases in 


hich I used penicillin. My first impression was that the patient was doing well. 
\iter a week or two the lesion appeared to fill up again. Penicillin does serve 
clear up the lesions, but they recur. I did not use it locally. 


Dr. THEODORE CORNBLEET: Workers with experience in the use of penicillin 
tress that a proper dosage schedule must be worked out for each disease in which 
is remedy is useful. It is possible in some dermatologic cases that local use of 
e drug may bring results that surpass the limited ones possible from its systemic 
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use. At any rate, in this patient the injections and local use of penicillin brought 
gratifying results. None of all the other remedies previously tried, including the 
sulfonamide compounds, helped. The alopecia is permanent. The result in this 
patient suggests the use of the same drug against such entities as acne conglobata 
and pyoderma faciale and perhaps sycosis barbae. 

Dr. C. W. Laymon, Minneapolis: One of the cases to which Dr. Michelso 
referred was a case of acne conglobata in which 1,200,000 units of penicillin were 
administered within approximately a week. Although the immediate response was 
gratifying, the patient had a relapse within six to eight weeks. Another simila: 
course of penicillin was then given, with indifferent results. 


A Case for Diagnosis (Psoriasis?). Presented by Dr. THropore CorNBLEE1 
and (by invitation) Dr. Davin CoHEN and Dr. H. C. ScHorr. 

J. G., a Negro woman aged 62, has a generalized eruption, of six years’ 
duration, which began on the left leg after a burn. Blisters then appeared and 
have recurred from time to time. This generalized eruption has occurred each 
spring. She was hospitalized on Aug. 18, 1944. There has been a generalized 
dry, scaly dermatitis with fairly sharply outlined patches on the backs of the 
hands and feet. The face was involved but now is cleared. The palms and soles 
are uninvolved. There is moderate itching. 

The urine was normal. Determinations of the blood chemistry showed: non 
protein nitrogen 20 mg. per hundred cubic centimeters of blood, total protein 7.4 
Gm., albumin 4 Gm. and globulin 3.4 Gm. per hundred cubic centimeters of blood 

The histologic examination of a section removed showed changes characteristi 


of psoriasis. 
DISCUSSION 


Dr. RusEN NoMLAND, Iowa City: I believe that this woman presents som 
sort of lymphoblastoma. The microscopic picture, I thought, was compatible wit! 
the early infiltrating stage of mycosis fungoides. There was acanthosis with 
cellular infiltration in the upper part of the cutis. Clinically, I believe that it 
also belongs in the group of lymphoblastomas rather than that of psoriasis, which 
is extremely rare in Negroes. 

Dr. THEODORE CORNBLEET: This patient’s lesions have changed considerably 
from time to time. At one time there was more than a superficial resemblance 
to pemphigus foliaceus. After this, the skin assumed a normal appearance under 
treatment with indifferent materials. There has been some question about arsenical 
medication. She received none from us, and no evidence of arsenic was found in 
the urine, hair or nails. Some form of lymphoblastoma must be considered 
seriously. Neither her blood nor her marrow, obtained by sternal puncture, 
indicates this thus far. There are no lesions present suggestive of psoriasis except 
on the right hand. The changes visible in the biopsy sections bear a considerable 
resemblance to the histologic changes found in psoriasis, but there are additional 
features in the slide that were pointed out to me which are not in keeping with 
those of psoriasis. I mentioned psoriasis as a point of departure for our discussion 
I do not know what the diagnosis is. 


Favus. Presented by Dr. L. F. Weser and (by invitation) Dr. C. H. StuBen- 
RAUCH JR. 

J. M., a married woman aged 24, a resident of Chicago all her life, has had 
an eruption on her scalp for seventeen years. The top of the scalp shows alopecia 
and diffuse scaling. The scales are adherent and yellowish. The hair in the 
involved areas is brittle and lusterless. There are only a few fractured hairs in 
the involved areas. The skin shows atrophy. The infected hairs showed a gray 
fluorescence under the filtered ultraviolet rays. Some of the hairs removed for 
microscopic examination showed large spores occurring in chains within the hait 
substance. Air spaces were noted within the hair. The examination of the scales 
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ttached to the hairs showed a mass of hyphae. Sufficient time has not elapsed 
the cultural growth to show the primary colony. 
The patient has had an ill defined patch of redness on the right arm. The micro 
pic examination of scrapings removed from the right arm showed no fungi. 


DISCUSSION 


Dr. S. W. Becker: Clinically, this patient presents tinea amiantacea, a con- 
ition described by Dr. Muir and me (Becker, S. W., and Muir, K. B Tinea 
\miantacea, ARCH. DerMatT. & SypuH. 20:45 [July] 1929). The nature of the 
isease is uncertain. It has occurred in association with psoriasis of the scalp, 
d I have seen it once in association with tinea capitis caused by Microsporon 
udouini. The hairs are matted to the scalp in scales, and as the hair ts elevated 
he scales are split in a manner suggesting the splitting of fibers ot asbestos. 
could see no spores in the hairs. The patient has a scar on the vertex, the nature 

which she is not sure of. There are no scutula, as should be seen in favus 
fhe therapeutic test for tinea amiantacea can be carried out quickly, since it 

sponds readily to an application of 5 per cent ammoniated mercury ointment 

Dr. M. H. Epert: I agree with Dr. Becker. This is clinically the disease 
first described by Dr. Becker in this country as tinea amiantacea. I have seen a 
number of these cases. I think that the use of ammoniated mercury is an ideal 
ne to differentiate favus. I wonder whether the other gentlemen who studied 

is case might possibly have been able to find favus hyphae in the hairs. [I did 
t see any. 

Dr. MAURICE OppENHEIM (by invitation): Favus does not resemble the 
presented case; there are no scutula with the yellow color and scattered scars 
isible and no clusters of hairs between the scars. The scarlike spot in the tem- 
poral area is a congenital atrophy of the skin, aplasia cutis congenita, as described 

Voerner. My diagnosis in this case is Trichophytra capillitii. 

Dr. L. H. Winer, Minneapolis: I agree with Dr. Becker that this is not 
favus but tinea amiantacea. I do not recall that any one has found fungi in tinea 
imiantacea. I get good results by treating these patients with 5 per cent ammoni 
ated mercury ointment. In favus, the fungi are easily found, since the scutula are 

rmed by scales which teem with spores and hyphae. 

Dr. F. E. SENEAR: I understood that this disease took its name from. splitting 

the scales. I should like to ask Dr. Becker about the derivation. 

Dr. S. W. Becker: “Amiantacea” means “asbestos-like.” The splitting ot 
the scales on elevation of the hair reminds one of the splitting of asbestos, hence 
the name. 

Dr. H. M. Hence: In a case of a disease of seventeen years’ duration, it 
night also be expected that some lesions should be found in the finger nails if it 
were favus. That would be due to scratching of the head with the finger nails. 
I did not find lesions in the finger nails. 

Dr. L. F. Weser: I am sorry that not every one agrees with our diagnosis 

javus. The patient’s scalp shows diffuse superficial but adherent scaling, with 
lopecia and atrophy. There was some resemblance to seborrheic dermatitis, but 

was not this disease. The hair shaft showed sausage-shaped spores, which are 
ke those found in favus. Several members did not devote enough time to the 
\icroscopic specimen, and that is the reason they failed to see the spores. 

Cultures were made, and Dr. Neuhauser, a tew minutes before the discussion, 
stated that the primary colony had developed sufficiently to be recognized as 

vus. I thought that three weeks was the usual period required for growth, 
but Dr. Mitchell has made a good point that it takes six weeks in some instances. 

The patient’s husband and son are without signs of favus. It is remarkable 

tind one member of the family affected; unless extraordinary pains are taken, 
ich an experience is exceptional in the present epidemic of ringworm. 
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I do not agree with Dr. Hedge that involvement of the nails with favus must 
iollow if this disease is on the scalp. 


A Case for Diagnosis (Mycosis Fungoides). Dr. Davin \V. Omens and (» 
invitation) Dr. Harotp D. OmMENs. 


\. K., a Jewish merchant aged 47, a widower, presents an eruption of eig! 
years’ duration, accompanied with variable degrees of itching. 

On the body and extremities are numerous variable-sized, irregularly shape 
patches of infiltration, of a smoky or violaceous color, some of which are activels 
inflamed while others are quiescent but all of which present scaling of a fine 
character. The eruption seems to improve during the summer months, almost 
to complete disappearance except for pigmentation which remains in the involved 
areas. The treatment over this length of time has consisted of application ot 
various salves and numerous roentgen ray treatments without clearing of any 
of the lesions at any one time. 

The family history reveals that a younger brother died of carcinoma of the 
rectum at the age of 26 years, and the patient’s wife died four years ago of sarcoma 
of the hip. 

The histologic examination of a section removed showed areas of parakeratosis 
of the stratum corneum, with areas of increased width of the stratum granulosun 
edema of the prickle cell layer, which was intercellular and intracellular, som 
spongiosis and pronounced uniform acanthosis with branching or daughter cones 
of the rete. The papillae were elongated and bulging at their tips; they wet 
edematous, and the blood vessels were dilated and the suprapapillary plates wer: 
thinned to two or three rows of prickle cells. The subpapillary portion of the 
cutis was edematous and presented an infiltrate which was perivascular and 
somewhat suggestive of a polymorphonuclear cellular infiltrate. 


DISCUSSION 


Dr. C. W. Finnerup: I did not think that it was mycosis fungoides tf 
several reasons. My first thought was that it was generalized neurodermatitis 
My second thought was that it was parapsoriasis en plaques. 

Dr. Ortver S. Ormsspy: I do not believe that a positive diagnosis can }h 
made today. I had an illuminating example like this many years ago. The patient 
had scaling plaques that were considered parapsoriasis. He even consulted D 
Brocq, in Paris, who described the en plaques types of parapsofiasis. Brocq tol 
him that it was parapsoriasis. We observed the patient for several years, a1 
mycosis fungoides eventually developed. Our patient had considerable itching 
which is unusual in parapsoriasis. The patient presented today had a good deal 
of itching. That would be against a diagnosis of parapsoriasis. I think that 
period of observation will be necessary to place this case definitely. 

Dr. Herpert Ratrner: I saw this patient three vears ago, at which tim 
I made a clinical diagnosis of mycosis fungoides. The clinical picture has not 
changed since then. 

Dr. NoMtanp, Iowa City: I believe that the microscopic secti 
showed the early infiltrating stage of mycosis fungoides, just a borderline chang 
It may be a good many years before clinical infiltrating plaques develop. I hav 
seen 1 such case, in which mycosis fungoides took eight or ten years to develop 

Dr. L. H. Winer, Minneapolis: I am in accord with Dr. Montgomery’s 
opinion that definite parapsoriasis usually remains parapsoriasis, whereas diseases 
like this which are questionably parapsoriasis are really mycosis fungoides from 
the outset. The essential thing is that the microscopic section must be examined 
closely to see that the infiltrating cells are really reticulum cells, whereas i: 
parapsoriasis there is more disintegration of the epidermis. The infiltration it 
parapsoriasis goes right up to the epidermis, and the epidermis-cutis border cannot 


1 


be seen clearly. In this case the infiltration is really a proliferation of the c¢ 
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the blood vessels. Disappearam e ot the lesions at times is one of the 
cteristics of mycosis fungoides. The reticulum cells undergo liquefaction 


sis and disappear spontaneously. 


Acrosclerosis (Sellei). Presented by Dr. Epwarp A. Oniver and (by invita 


tion) Dr. ARTHUR GREENBERG. 


The patient, a white man aged 54, by occupation a salesman, states that about 
ears ago his ears became painful as a result of small whitish crusts which 


eared on the cartilage of each ear. When these crusts were picked off, small, 


head-sized ulcers resulted, which would again form a crust, a cycle which 


been active to the present. From that time to the present his upper and lowe1 
\iter being confined to bed with pneumonia two years ago, he noticed that 
ands and forearms were becoming stiff and his finger tips were painful to 
t pressure. He had all his teeth extracted two years ago and never realized 


at his face was drawn until the fact was brought to his attention recently. 


does not know when the small white spots appeared on his chest. He has 
had difficulty in swallowing. 

When the arms are raised, the hands and fingers blanch; they become some- 
cyanotic in the dependent position. The skin over both hands and forearms 

nooth, waxy, atrophic and inelastic. The fingers of both hands are held in a 


niflexed position. There are crusted necrotic areas over the tips of some of the 


ers. There is decided involvement of the ears, chin and tissues of the cheeks 
the patient a rather drawn appearance. There are multiple depigmented 


ti 


ts on the anterior thoracic wall 


he results of urinalysis and the blood count were normal except for a 
rate leukocytosis due to existing infection in one of the fingers. The Kahn 
tion was negative. Determinations of blood chemistry showed urea 14.6 meg 
hundred cubic centimeters, creatinin 1.5 mg., sugar 90.5 mg., chlorides 511.5 


calcium 13 mg. and phosphorus 2.7 mg 


DISCUSSION 


Dr. Cart W. Laymon, Minneapolis: Ever since Sellei’s first reports con 


ning acrosclerosis, about twelve to fifteen years ago, there has been considerable 


hate about the disease. Sellei defined acrosclerosis as a disease characterized by 


king and contracture of the skin, arising always symmetrically on the hands 

and on the face at the same time and accompanied with pallor, cyanosis 
pain on exposure to cold. This definition, however, is not essentially different 
that of diffuse scleroderma, and I do not believe that it deserves the distinc- 
of being regarded as a separate entity. Sellei also confused the nomenclature 


abeling 


fusion by calling bandlike forms of scleroderma involving the hands “sclero 


extensive morphea “scleroderma diffusum.” Sellei further caused 


Mavcrict OppeNHEIM (by invitation): I agree that acrosclerosis is a part 
leroderma. I have never seen a case of acrosclerosis isolated without diffuse 
derma. Scleroderma starts on the extremities and spreads to the face, and 
me thing is true of sclerodactylia or acrosclerosis. I do not believe that 
ight to separate acrosclerosis from diffure scleroderma. The designation 


lerosis (Sellei)” should disappear. 


Dk. Epwarp A. Ortver: I had hoped that this case would produce considerable 
ission. Uniortunately, Dr. O’Leary is not here. This case appeared to me 

fairly typical example of what Sellei described as acrosclerosis. The disease 
ts women chiefly. The patient shows a typical facial sclerosis: The skin of 
face is drawn, stretched and taut; the lips are drawn and radially furrowed; 
fingers are stiff and shrunken, and there is ulceration of the terminal phalanx 

finger. The chest and arms are not affected, and the patient complains of 
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symptoms in the hands and fingers similar to those experienced by a patient wit! 
Raynaud's disease. I am entirely neutral on the subject, but this case appears t 
me to differ considerably from the typical picture of scleroderma and sclerodactyli: 


Scrofulous Gummas. Presented by Dr. Davip V. Omens and (by invitation 

Dr. HArotp D. OMENS. 

C. P., a schoolboy aged 16, presents several broken-down areas which are it 
the process of draining. The first one appeared as a single pigmented nodul 
four months ago, broke down and drained and shortly afterward was followed 
by other lesions in the immediate vicinity. Eighteen months ago bilateral walnut 
sized swellings developed in the neck, the one on the right side breaking down 
and draining for about five months and then gradually healing. One year ago an 
egg-sized swelling developed on the angle of the right jaw, which was incised 
drained for some time and is now in the process of healing. 

This boy has lived in Chicago all his life. Four years ago he was hospitalized 
for eight months in the City of Chicago Municipal Tuberculosis Sanitarium fi 
a spot in the right lung. The sputum and the roentgenograms were always nega- 
tive for tuberculosis. He was discharged as cured. Two years ago while it 
Tennessee for three weeks he drank unpasteurized milk. 

The. Mantoux test (1:10,000) was strongly positive. The Kahn reaction was 
negative. A smear from a lesion revealed many diplococci on the Gram stain 
The Ziehl-Neelsen stain of a section was negative for tubercle bacilli. 

Biopsy revealed absence of the stratum corneum, with widening of 
stratum granulosum and acanthosis of the prickle cell layer with corresponding 
elongation of the papillary bodies, which were edematous; the cutis was edematous 
and rich in blood vessels which were engorged and with a perivascular cellula: 
infiltrate composed of lymphocytes, leukocytes and plasma cells. In the deepest 
portion of the cutis were areas of necrosis around which were epithelioid cells 
which were surrounded by lymphocytes. Leukocytes and giant cells were onl 
sparingly present. 

The roentgenographic examination showed the cardiothoracic ratio well within 
normal limits. There was a bilateral increase in the hilar markings, with som 
peribronchial infiltration extending into the left infraclavicular region. There was 
also a diffuse, slightly increased density in the upper two thirds of the left pulmo- 
nary field. These conditions were compatible with an old tuberculosis and pleural 
thickening. 

DISCUSSION 

Dr. H. E. Micherson, Minneapolis: I prefer the term “tuberculosis colli 
quativa,” for when the term “scrofulous gumma” is used it carries certain implica 
tions of similarity to syphilis, which are unnecessary with the use of the othe: 
term. 

Dr. Epwarp A. Oriver: I do not think that this type of tuberculosis is s 
rare as it might be thought. When Dr. Finnerud and I were on service at the 
Children’s Memorial Hospital we saw several cases. I presented 1 patient years 
ago, a youngster of about 10, with numerous gummas on the back and shoulders 

Dr. L. H. Winer, Minneapolis: This form of tuberculosis, although 
closely similar histologically to the regular forms of tuberculosis of the skin, 
shows a definite picture, that is, that there is reticulation of the connective tissue. 
much like a lace curtain. In the holes of this reticulation are implanted nests of 
plasma cells. In addition, nests of giant cells are found, which were so character 
istically shown in the slide. 


Disseminated Miliary Sarcoid (Boeck). Presented (by invitation) by D: 
MAURICE OPPENHEIM. 


Mrs. T. S., a white woman aged 47, presents on the shoulders, on the trunk 
the girdle and on the lower extremities many groups of round and oval 
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les and papules from the size of a hempseed to that of a pea. The papules 
brown and yellowish, have little scales and are mostly in clusters surrounding 
ger, flat, yellowish papule or a slightly pigmented area. The clusters simulate 
ilis corymbosa, a diagnosis which was made previously. There is a decided 


Itration, and the diascopic examination shows grayish yellow foci, as in lupus 


tlvaris. The clusters vary in size from that of a walnut to that of a child’s palm 


ere are no single nodules or papules. The mucous membranes, palms and soles 


free. There is no lymphadenopathy. No itching is present. The disease started 


ne vear ago on the legs and spread gradually over the entire body. The general 


1 the patient is good. 
he results of laboratory examinations were all negative. The patient is now 
treated with acetarsone in the same way as I recommend for pemphigus 
onicus. 
The histologic examination of a section removed showed a normal epidermis 
the papillae flattened on the areas where the infiltration extended to the 
ary layer. The infiltration was formed by round or more irregularly shaped 


usters of epithelioid cells and a few giant cells. Some of these clusters had a 


ler of lymphocytes at the periphery. There was no caseation. In some foci 
epithelioid cells were the only cellular elements. The single clusters which 


re located in the reticular layer of the cutis were in some districts located in 


stratum subpapillare and the stratum papillare. The subcutis was not involved 
DISCUSSION 


Dr. RUBEN NoMLAND, Iowa City: I think that this case is typical of sarcoid 
was in Chicago, I was interested in the relation of this disease in whit 
Negro persons and whether it should be called sarcoid when occurring in the 
ro or whether it was a different disease. I think that it 1s still open to 
stion. Sarcoid in the Negro, in my opinion, is different from sarcoid as seen 
hite persons. 
Dr. H. E. Micuertson, Minneapolis: There is not a great deal to discuss 
ut this patient. I heartily agree with the diagnosis, and I can only point out 


t, even though there is a considerable superficial involvement, the woman is 


<cellent health, which probably indicates that no vital internal organ is 
Dr. C. W. FInNeRuD: This is a beautiful demonstration. I do not see how 
me can differ with the diagnosis 

Dr. Maurice OpPpENHEIM (by invitation): I do not want to talk about the 
logic factors; in this case there is no tuberculosis of the lung. I do not 


lieve that tuberculosis is the only reason for sarcoid. The clinical aspect is 


liar because of the grouping and the corymbiform aspect. She has been 


ffering for one year. The 2 cases of sarcoid in Negroes which I have seen in 


linic were instances of sarcoid of Boeck of a small nodular type. 


Case for Diagnosis (Erythema Multiforme Bullosum?). Presented by 
Dr. CLEVELAND J. WHITE. 
Baby S. was born Sept. 16, 1944, weighing 8 pounds 4% ounces (3,756 Gm.). 
birth, bullae were present on his index fingers and thumbs. Eighteen hours 
there were two large collapsed bullae, with erythematous bases, on the 
sal areas of the small fingers of both hands and a small erythematous lesion 
the forehead. There was no fever. He was given 3,000 units of penicillin 
two hours for forty-eight hours. 
On September 17, toward evening, bullous lesions appeared about the eyelids. 
tinger nails were yellowish and appeared softened. On September 19, the 
began taking nourishment. A few new lesions were noted on the back. The 
ire revealed nonhemolytic staphylococci. 


On September 21, there was a further spread to the right scapular area, 


sting of flat, slightly depressed, ulcerating lesions, 5 mm. in diameter, with 
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yellowish, dry crusts on the surface. There were slightly erythematous areolas 
about the lesions. There was no evidence of bullae at first. Another lesion was 
noted on the right side of the abdomen. The Nikolsky sign has not been present 

On October 9, administration of 2 per cent solution of gentian violet medicinal 
was started, and the baby was given vitamins D and C, 50 mg. daily, and vitamin 
B complex. On October 13, a transfusion of 90 cc. of blood was given. Lesions 
were developing on the toes. On October 25, the throat was injected and_ there 
were bullae in the oral cavity. There were a few new bullae. The baby was 
not taking the formula well and was regurgitating the feedings. On October 27, 
there was a bullous formation in the throat with sloughing. Later in the day 
he had considerable respiratory difficulty, requiring aspiration of the throat. 

On November 7, a phytotoxic test was indicative of a toxicoderma suggestiv: 
of erythema multiforme bullosum; this clinical opinion was expressed by Dr 
Oliver, who saw the baby in consultation. 

The transfusions were repeated. The baby has had an intermittent rise of 
temperature to 102 to 103 F., beginning approximately three weeks after birth. 
The blood was examined on three occasions, with the following results: 

On September 22 examination showed 4,810,000 erythrocytes, hemoglobin 
content of 14.5 Gm., and 8,450 leukocytes, with 40 per cent polymorphonuclears, 
51 per cent lymphocytes, 4 per cent eosinophils and 5 per cent monocytes. 

On September 24 there were 5,520,000 erythrocytes, hemoglobin content of 
16.5 Gm. and 17,600 leukocytes, with 56 per cent polymorphonuclears, 42 per cent 
lymphocytes and 2 per cent monocytes. 

On October 30 the blood showed 3,850,000 erythrocytes, a hemoglobin content 
of 10.5 Gm. and 13,200 leukocytes, with 48 per cent polymorphonuclears and 52 
per cent lymphocytes. 

The mother is 27 years old and in good health. She was seen several times 
during her pregnancy, and nothing abnormal was found. The father, 30 years old, 
has a cataract of the left eve. There is no family history of tuberculosis, cancer, 
syphilis, diabetes or blood dyscrasia. The mother has had five children. The first, 
a boy born in 1935, died of a ruptured appendix at the age of 4% years. ' The 
second, a girl born in 1936, died of “pemphigus” one month after birth. The third, 
a boy born in 1939, had a bilateral inguinal hernia at birth; he is living and well 
The fourth, a boy born in 1941, died of “pemphigus” twenty-nine days after birth. 
The fifth child is the subject of the report. 

At the present time, November 15, the baby is marasmic and near death. 


DISCUSSION 


Dr. S. J. Zaxon: If the bullae appeared at birth, a diagnosis of dermatitis 
exfoliativa neonatorum (Ritter’s disease) should be considered. Penicillin. is 
responsible for the fact that the child is still alive. The majority of such patients 
usually die in a few days. 

Dr. CLEVELAND J. WHITE: Because of the history, the mother was examined 
several times before delivery and nothing could be found. I saw the baby immedi- 
ately after birth, and the lesions were present. Dr. Oliver was kind enough to 
examine the baby. He thought that possibly the lesions belonged in the erythema 
multiforme bullosum’ group. 

Dr. Epwarp A. Oriver: The interesting feature of the case to me was the 
mother’s history. This was the fifth child, and three of them had the same type 
of eruption at birth. The lesions suggested a type of bullous multiform erythema. 
I recalled a case which Dr. Michelson showed once at the annual meeting of 
the American Dermatological Association. He showed a photograph of a fetus 
with definite symptoms of erythema multiforme. 


Dr. F. W. Lyncu, St. Paul: There is obvious difficulty in making a diagnosis 
from a photograph. Several lesions appear to be umbilicated and call to mind 
the case mentioned by Dr. Oliver, in which the later diagnosis of vaccinia was 
based on histologic study by Dr. Michelson. I reported the case in 1932 (Derma- 
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ogic Conditions of the Fetus, with Particular Reference to Variola and Vaccinia, 
cH. DerMAT. & SypH. 26:997-1019 [Dec.] 1932). In Dr. White's case I think 
at microscopic examination is needed for certain diagnosis. In Dr. Michelson’s 
.« the diagnosis was intrauterine pemphigoid vaccinia. The mother was vac- 
nated during pregnancy, and, as a result, the vaccine was transmitted to the fetus 
nd the baby was born dead, with the eruption. In Dr. White's case I think that 
this 


diagnosis might be approached in this manner: An external infection ¢ 
ppearance and course would probably have to be a form of pyoderma, and in that 
ase it should have responded to therapy with penicillin. With systemic infection 
esulting in so early an appearance of an eruption, one would think that the 
nfection must have been acquired in utero. Such infections are rare, and in my 
rather complete review of the literature in 1932 I did not discover reference to a 
ture such as this. As suggested by Dr. White, erythema multiforme must be 
nsidered, but the eruption should not have persisted for two months with so 
ittle change in appearance. I doubt that diagnosis in this case. Nevi, new 
erowth or ordinary metabolic disturbance fails to explain such an eruption. Thus 
| am led to conclude that the infant has a congenitally defective skin, and I should 
gard the case as an example of severe epidermolysis bullosa,. 
Dr. L. F. Weper: What about a persistence of the epithelial layers? 
Dr. F. W. Lyncu: The older literature on persistence of the epithelial layers 
confusing, with few satisfactory microscopic studies. Such eruptions seem 
never to have bullous elements; many are confused with ichthyosis and simple 
aceration, and others may be embryonic evidence of earlier evolutionary forms. 
Dr. RuseEN NoMLANpD, Iowa City: I believe that the last diagnosis Dr. Lynch 
entioned, epidermolysis bullosa, is the correct one. The family history and the 
listers at birth are in favor of such a diagnosis. I had a case similar to this, 
that of a child, and at necropsy there was complete separation of the entire epi- 


iermis from the dermis. 
Dr. CLEVELAND J. Wuuitrt: The discussion has brought out many important 
points concerning this unusual case. I appreciate the fact that a biopsy should be 
erformed, but permission to do so has not been obtained. The different diagnoses 
suggested, of course, bring up again the question of whether the eruption is of the 
rythema multiforme group or is epidermolysis bullosa or pemphigus neonatorum. 
\ll forms of treatment have been used, including administration of penicillin. 
lhe latter has probably postponed the fatal issue, as suggested by Dr. Zakon. 
Nott.—The baby died six days after presentation of the case. The postmortem 
amination of the viscera was essentially noncontributory. A biopsy of an active 
sion was made before death, and the sections were compatible with the diagnosis 
epidermolysis bullosa. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Carmen C. Thomas, M.D., Chairman 
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Nov. 17, 1944 


A Case for Diagnosis (Lupus Erythematosus; Seborrheic Dermatitis?). 
Presented by ComMMANvEeR H. E. Twinitnc (MC), U.S.N.R. 


J. S. D., a white man aged 56, who has never been seriously ill, presents on 
he chin chronic erythematous, sharply demarcated, papular lesions. On the face 
nd ears there are pronounced erythema and scaling. On the cheeks there are 
several small plaques. The scalp is partially covered by silvery white scales. 
\bout two and a half years ago erythematous vesicular and papular lesions devel- 
ped on the upper lip and on the chin. Since then there has been a gradual 
preading of the eruption, which now involves the face, scalp, ears and eyelids. 


i 
la Ss j 
was 
sent 
‘inal 
min 
lons | 
1eTe 
was | 
7 
day 
tive 
Dr 
( { 
1. 
bin 
ars 
of 
ent 
ent i | 
52 
nes j 
Id, 
er, 
st. 
he 
rd, | 
J] 
th. | 
tis 
is | 
1 
ed 
to 
Na 
he 
a. 
1s 
id 
1s 
i 
j | 


{IRCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The Mantoux reaction, cultures for fungi and repeated Kahn reactions of the 
blood for syphilis were negative. The blood sugar level, complete blood count 
and results of urinalysis were within normal limits. A roentgenogram showed 
that the chest was normal. 

The patient has been given oxophenarsine hydrochloride (mapharsen), bismutl 
preparations, gold sodium thiosulfate, roentgen ray therapy and topical appli 
cations containing at various times sulfur, mercury, salicylic acid and penicillin 
He was presented betore this society in 1943. 


DISCUSSION 


Dr. Carrot, S. WricHt: The appearance of this man’s tongue suggested 
decided vitamin deficiency. The studies of Dr. Sullivan, in Baltimore, and som 
studies that have been made here indicate that seborrheic dermatitis may also b 
associated with vitamin deficiencies, particularly pyridoxine and riboflavin. | 


believe that this patient has a pronounced seborrheic dermatitis and probably 
also an old sycosis vulgaris. I would suggest that he be given intravenous injec 
tions of a vitamin B complex preparation which has a fairly adequate content of 
riboflavin and other vitamin B factors. He should receive local therapy for the 
seborrheic dermatitis. Brewers’ yeast and other orally administered vitami 
preparations should be prescribed 

CoMMANDER H. EF. Twintnc (MC), U.S.N.R.: I do not know how many 
members can recall this case, which was presented about a year ago. The patient 
then had lesions only on the upper lip and on the chin. The question was whether 
he had lupus erythematosus, sycosis vulgaris, syphilis or seborrheic dermatitis 
Disregarding the negative serologic reactions of the blood, J treated him with a 
bismuth preparation and oxophenarsine hydrochloride and later with gold sodium 
thiosulfate. He has also had multiple vitamin therapy. His condition, however 
has gradually grown worse, with involvement of the scalp. At no time has there 
been any exudation associated with this process; the lesions have always been 
dry. All treatment so far has been ineffectual. 

Dr. Witttam E. Enricn (by invitation): How much clinical study is being 
done on these cases? Would it be worth while to study the patient for the 
presence of the Libman-Sacks syndrome or to look for tuberculosis of the kidneys? 
\re the lymph nodes generally enlarged? Are there other signs and symptoms 


which are generally found in cases of lupus: 


Purpura Annularis Telangiectodes. Presented by Dr. Carrot S. Wricnt 

and Dr. E. R. Gross. 

Mrs. F. H., a white woman aged 27, presents on the lower extremities patches 
of red telangiectatic puncta. The color does not fade on pressure. There is a 
slight tendency to pigmentation in some of the patches. Four months ago the 
patient noticed red spots on the legs. These gradually increased in size, and 
the color deepened. There are no symptoms. In the last three weeks (from 
October 25 to November 17) the eruption has spread tremendously, with extreme 


29'S 


pigmentation almost covering the original patches on the lower parts of the leg 
DISCUSSION 

Dr. Frep D. WetpMAN: <A good many years ago Dr. Arnett and I reported 

a case something like this, in which, too, the diagnosis swung between possible 

Majocchi’s disease and something else. We finally concluded that it was a case 

of unusual purpura. In our patient, a young woman, the disease eventually became 

First, it began on the lower extremities, as in the case tonight. 


more extensive. 
Histologic studies were made; the reactions of the blood for syphilis were negative, 
and the coagulation time, the platelet count and the sedimentation rate were 
normal. That is, the usual exhaustive studies indicated in a case of purpura 
were made, and finally it was decided that it was a case of purpura of unknown 


i 
j 


the 
unt 


SOCIETY TRANSACTIONS 553 


rivation. A number of vears later the patient married, and the cure tor het 

pathic purpura was pregnancy 

Dr. SticmuND S. GREENBAUM: I agree with the diagnosis. 

Dr. Carrot, S. Wricut: When I was in medical school I roomed with a 
edical student who had the same disease as the patient here has. He was seen 
y Drs. Udo Wile and Fred Wise and two or three other specialists who were at 
Ann Arbor, Mich., at the time, all of whom made the diagnosis of Majocchi’s 
lisease. No treatment was administered, and his purpura also disappeared in about 

» years and has never recurred 


Dermatofibroma Protuberans. Presented by Dr. SicGmuND S. GREENBAUM 
and Dr. Simon Katz. 
1. C. J... a white man aged 62, of good general appearance, presents over the 
lumbosacral region a number of nodular, elevated, keloid-like growths. The area 
is purplish red in color and is about 8 by 5 cm. in diameter. It is hard and 


fibrous and not tender. It presents moderate telangiectases. A small ulcer is 
resent on the lower portion of the lesion. In 1912 a furuncle developed over the 
lumbosacral region, which lasted for two months. An elevated and firm scat 
shout 0.5 cm. in diameter remained after the healing of the lesion. 

The patient’s blood pressure was 142 systolic and 82 diastolic. His mother 


had a breast removed because of cancer and died two years later of a heart attack 
His father died of heart trouble at the age of 85. 
The serologic reaction of the blood for syphilis was negative on Sept. 25, 1944 
The urine was normal. The blood sugar content was 109 mg. and the urea nitrogen 
ntent 11 mg. per hundred cubic centimeters of blood. A complete blood count 
evealed: hemoglobin, 75 per cent, erythrocytes, 4,290,000, and leukocytes, 4,700, 
ith 64 per cent neutrophils, 26 per cent lymphocytes, 8 per cent monocytes and 
2 per cent eosinophils. 


[he report on the biopsy specimen was as follows: The epidermis was normal, 
ind the corium was almost entirely occupied by the formed bundles of fibrous 
tissue. The patterning of these was unlike that of normal collagenous tissue in 


that the bundles were longer and straighter, although they still interlaced. The 
nuclei within the bundles were numerous and of mature type. There was not 
the slightest evidence of sarcomatous change. The diagnosis was dermatofibroma. 

[he patient was given a total of 1,600 r of roentgen rays from Oct. 26 to 
Nov. 13, 1944 (200 r three times a week). With this therapy the patient improved 
about 40 per cent. 


Avitaminosis; Neurogenic Dermatitis. Presented by Dr. StimuNnp A. GreeN- 
BAUM and Dr. Louts GOLDSTEIN. 


S. C., a white man aged 69, shows on the upper and lower extremities an 
zematoid type of dermatitis with lichenification, scaliness, excoriation, oozing, 
rusting and some degree of follicular involvement. The entire skin is senile, 
hthyotic and somewhat yellowish. The pruritus is intense. In the inguinal 
egions there is pronounced adenopathy. Dermatitis involving the upper and lower 
xtremities started in July 1942 after the patient had been cutting weeds in the 
garden. He immediately consulted a physician, and whatever the latter prescribed 
ade the eruption worse. Thereupon the patient was referred to a clinic, where 

was treated for ten months before coming here. The patient’s past history 
eveals an insufficient diet, alcoholic habits and an appendectomy. He was studied 
n the medical, gastrointestinal, proctologic, urologic, neurologic, dental and allergic 
inics for the cause of his dermatitis. He has had roentgenographic examinations 
the chest and gastrointestinal tract. Nothing unusual was found, except carious 


teeth, which were extracted. He showed positive intradermal reactions to egg 


hite, tomatoes, grapefruit, oats, egg yolk, malt, oranges, spinach, lettuce, wheat, 


k, apples and tea. Gastric analysis showed achlorhydria. 
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Biopsy of a lymph node from the left inguinal region showed chronic nonsup 
purative lymphadenitis. 

A biopsy specimen of skin was reported on as follows: “In a general, broad 
way the reaction was diffuse dermatitis with major changes in both the epidermis 
and the corium. The former was highly acanthotic and moderately hyperkeratoti 
The acanthosis took the form exhibited in mycosis fungoides, parapsoriasis and 
atopic dermatitis, the interpapillary pegs being more highly developed in the sub 


papillary region and extending rather notably into the corium, even as far as the 
level of the sweat glands. Indeed, at one place rather broad tracts tollowed 
the peripheries of the blood vessels in such a way as to form a special aggre 
gation of inflammatory infiltrate. The cells concerned were outstandingly plasma 
cells, although there were places where the lymphocytes were richly intermixed 
Polymorphonuclear leukocytes were scarce, and edema was only moderate. There 
was not any clearcut evidence of focalization, such as occurs in the specific infec 
tious granulomas. The walls of the blood vessels appeared to be normal. With 
the dominance of the plasma cells and the absence of polymorphonuclear leuko 
cytes, both mycosis fungoides and atopic dermatitis appeared to be excluded in 
diagnosis. Too, there should have been more edema and at least some semblanc 
ot eosinophilic leukocytes for atopic dermatitis. In short, only the picture of a 
nonspecific subacute dermatitis appeared. Frankly, I should favor parapsoriasis 
it there were fewer of the plasma cells and the infiltration were not so deep. 
As to avitaminosis (presumably A), it was conceivable that this histologic picture 
is compatible with that disease, but so far as I know, there is no diagnostic picture 
of that disease.” 

The urine was normal, except for a trace of albumin. The hemogram 
showed a mild hypochromic anemia. The serologic reaction of the blood to 
syphilis was negative. Chemical examination of the blood showed 97 mg. of sugar, 


588 mg. of chlorides, 120 mg. ot cholesterol, 75 mg. ot cholesterol esters and 


14 mg. of urea nitrogen per hundred cubic centimeters of blood serum. The 
total protein content of the blood was 8.16 Gm.; albumin, 4.25 Gm. per cent, and 
globulin, 3.64 Gm. per hundred cubic centimeters. The albumin-globulin ratio 


was 1:1.2. The result of the van den Bergh test, direct, was negative; indirect, 
less than 0.2 mg. per hundred cubic centimeters. 

Treatment consisted of the administration of 150,000 units of vitamin A once 
a day, with brewers’ yeast and injections of crude liver extract and the application 
of antipruritic remedies. The results were a gain in weight, and an improvement 
in the dermatitis. 

DISCUSSION 

Dr. Louis Gotpstein: I know one should hesitate to make a diagnosis ot 
avitaminosis, because it, like focal infection vears ago, is being blamed for almost 
everything. In this case, however, the man looked a great deal worse when first 
seen than he appears to be now. In addition to the severe dermatitis he als 
had a pronounced pustular folliculitis and generalized adenopathy. He was 
cachectic and emaciated and did not respond to treatment. He was studied 
thoroughly by the internists for possible carcinoma, but no signs were found 
Now, here is a man who does not respond to treatment and is emaciated, whos 
diet has been insufficient and who has been an alcoholic addict. I thought, there- 
fore, of the possibility of avitaminosis A. The fact is that as soon as he was 
given vitamin A he started to improve greatly, physically as well as dermato 
logically. 
A Case for Diagnosis (Lichen Scrofulosus; Vitamin A Deficiency?). 

Presented by Dr. Carroii S. WRIGHT. 


E. F., a 12 year old boy, presents scattered groups of acuminate pinhead 
sized papules, of three months’ duration, chiefly on the flexor surfaces of th 


extremities. The reaction to tuberculin was positive. 
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patient has received 100,000 units of vitamin A daily by mouth for three 
eks and one intramuscular injection of 50,000 units of vitamin A two weeks ag 
DISCUSSION 
ye. SIGMUND S. GrReeNBAUM: This boy had been receiving 100,000 units of 
nin A three times a day for a month until about two weeks ago, without 
it improvement. 
kx. CARMEN C. Tuomas: He somewhat resembles a boy I presented at the 
st meeing who did not show improvement until about two months after treat- 
and whose lesions then almost entirely vanished. 


Dre. HERMAN BEERMAN: Has any one seen lichen trichophyticus without a 
mn That is another possibility that should be considered. 
Dr. Sig¢muND S. GREENBAUM: I examined the scales from one of these 


itches, and they were negative for fungi. 
Dr. Frep D. WetpMan: In cases of lichen trichophyticus of Jadassohn, the 
scrapings should not be made in the usual way. Pains should be taken to pull 
it some of the hairs. I neglected to do that. I made two or three exami- 
itions in such a case and missed the fungi in the first two; then, fortunately, 
ne of the hairs were pulled out accidentally, and the fungus was found in the 
ur shaft. I doubt that this is a case of lichen trichophyticus; there is not 
ugh inflammation. 


Urticaria Pigmentosa. Presented by Dr. Carmen C. THomas. 


J. E. M., a white boy aged 11 months, presents widely disseminated yellowish 

ules distributed on the trunk, arms and thighs and especially numerous on 
he back. Some lesions are macular. All become elevated and red on slight 
ressure or friction. The disease had its onset in April 1944 and within a few 
ivs became generalized and has remained so. It is not particularly pruritic 
lhe child is a blond blue-eyed adopted baby of English and Irish parentage. 

The patient has been given dicalcium phosphate with viosterol in oil, 7% grains 
(0.48 Gm.) three times a day, before meals 

DISCUSSION 

lk. CARROLL S. WricHt: Was any parathyroid injection U. S. P. tried in 
is case or has any one tried it in any other case? It seems to work well 

the treatment of lichen urticatus. 

Dr. H. Harris PertMAN: I have used parathyroid injection in cases of lichen 
irticatus, following the teaching of Cornbleet. It has been my experience that 
1e lesions clear rapidly with this therapy, plus good-sized doses of calcium by 
ith. This case, however, ts not one of lichen urticatus. 


A Case for Diagnosis. Presented by CommManver H. FE. Twintne (MC), 

EK. W., a white woman aged 43, presents sharply defined bilateral symmetri: 
erythema and induration with yellowish brown pigmentation of the anterior aspect 
ot the lower part of both legs. The eruption began fourteen years ago. Six 
months ago ulcers developed on both legs and have gradually become larger. The 

ysical examination otherwise revealed nothing relevant. 

The serologic reaction of the blood for syphilis was negative. A complete 
ood count, results of urinalysis and blood sugar test, a roentgenogram of the 
st and the basal metabolic rate were all within normal limits. 
rhe patient has been given sulfonamide ointments, penicillin locally, red blood 

paste, Unna boots, wet dressings and vitamin A and D ointments without 
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DISCUSSION 


Dr. D. M. Siptick: The fact that impressed me about this case is th 
presence of healthy granulations forming the base of these ulcers. Apparently 
it is an attempt on the part of nature to promote healing, but some one or some 
thing is preventing it. It is my belief that this is a case of dermatitis factitia 
A plastic covering would accomplish a good result. 

Dr. THoMAS BUTTERWORTH, Reading, Pa.: These lesions had a_ detinit 
violaceous border, and the upper part of them had a yellowish cast with telangiec- 
tasis. I grant that the cellophane sheen is absent, but I consider that it is a cas 
of necrobiosis lipoidica diabeticorum and should be studied from that angle. 

CoMMANDER H. E. Twininc (MC), U.S.N.R.: In all probability most of the 
members have seen this patient at previous meetings. She is a patient of 
Dr. Ludy’s, who treated her for fourteen years. I feel sure that dermatitis 
factitia can be absolutely ruled out. The upper border of these lesions is not 
superficial but deep, and the lesions have progressed from a small erythematous 
area low on the leg up to the knee. Two or three diagnoses have been suggested 
She has worn an occlusion boot for a considerable time without improvement. 
Ulceration started to develop about a year ago. She was at that time decidedly 
anemic. It was found that she had a uterine tumor, which was removed, but 
I do not know the diagnosis. She received five blood transfusions, and shortly 
thereafter the ulcers healed. About six months ago they began to break down 
again, and, in spite of all therapy, it has been impossible to stop their progress 
Dr. Weidman saw the biopsy specimen and suggested a diagnosis of lupoid leprosy 
or possibly a true tuberculosis. He said that there was a definite necrobiosis, 
but he could not make a diagnosis of necrobiosis lipoidica diabeticorum, which | 
think was Dr. Ludy’s diagnosis. 

Dr. D. M. Siptick: May I call attention to the fact that the lesions of derma- 
titis factitia need not be superficial? I recall the case of a woman who had a 
lesion extending down to the femur, which had existed over a period of years 
and which was self produced. 

Dr. J. M. Scui_pkraut, Trenton, N. J.: I think varicose ulcers should b 
considered in this case, because if one feels the limb one can palpate thrombosed 
veins. Furthermore, the skin is hidebound, as it sometimes is on legs having 
varicose veins. 


Dr. SiGMUND S. GREENBAUM: A biopsy specimen taken from the upper part 
of the lesion, not from the ulcerated area but from an area where the skin 1s 
rather firm, might be of interest. I believe with Dr. Sidlick that these ulcers 


are of external origin. 

Dr. Frep D. WeIpbMAN: My first impression, too, was that this lesion was 
factitial, but Dr. Twining and I threshed that out. As everybody, I think, saw 
tonight, there is a brown wooden brawny infiltration in the peripheral parts ot 
these ulcers, and there is one place where this infiltration can be felt to be 
separated from the ulcerated parts; that is, it is a more or less satellite part ot 
the ulcerated lesions, a place where ulceration has not yet occurred. I feel sur 
that the origin of this lesion is deep in the skin, perhaps also in the subcutaneous 
fat. I will reexamine those sections now that I have seen the patient, but, as | 
recall it, my thought was leprosy, and I used a stain but did not find any lepra 
bacilli. Lesions of this kind are known in the lazarine form of leprosy. They 
do not look like those of leprosy but really are even worse, with a great deal oi 
crusting. In view of the epithelioid reaction that occurred, I am sure the 
disease is not of exogenous origin. It is, rather, of hematogenous origin, and 
I think that it is probably some form of tuberculosis. It is not definitely a 
sarcoid, but I think that it 1s somewhere in that category—not exactly a frank 
tnberculosis but some paratuberculous eruption. 


CoMMANDER H. E. Twininc (MC), U.S.N.R.: I might add that this biopsy 


specimen was taken from a lesion, possibly the size of a quarter, about six weeks 
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which was altogether isolated from the main area and from what was con- 


red a new advancement of the disease. 


Erythema Exudativum Multiforme. Presented by Dr. Bernarp L. Kany. 

EK, B., a white woman aged 38, moderately obese, temperamentally nervous and 
ighstrung, presents bright red deep-seated nodules over the outer portion of the 
it wrist. There is a similar lesion over the flexor surface of the right wrist. 
These lesions started about five weeks ago. They are extremely painful, especially 
luring changes of the weather. As the older lesions fade, new ones appear at 
e margins. The disease dates back to the fall of 1939, when there appeared 
ver the left wrist and the left big toe bright red deep-seated nodules -which 
erew rapidly larger and became elevated. Other lesions appeared on the left 
high. The lesions are painful. Old lesions would disappear and new ones 
ppear in adjoining areas. The eruption continued to June 12, 1941, when the 
patient was admitted to the hospital for study. 

The patient's mother is living and well, but her father died of cancer of the 
iver. She has three brothers living and well. One brother died of influenza 
She has no sisters. There is no history in the family of cardiac, renal or metabolic 
lisease or tuberculosis. Her father had asthma and her mother climacteric 
lepression. The patient had measles and frequent attacks of grip. Her tonsils 
and adenoids were removed in 1922. She had an appendectomy in 1929. She has 
ad pains in the joints off and on for the past few years. 

he urine was normal. A complete blood count revealed: hemoglobin, 78 per 
cent; erythrocytes, 4,490,000; leukocytes, 6,400, with 66 per cent neutrophils, 1 
per cent eosinophils, 6 per cent monocytes and 27 per cent lymphocytes. The 
heart and lungs are practically normal. 

rhe patient has been given cold compresses, rest and sodium salicylate internally 


DISCUSSION 

Dr. Frep D. WeipMan: I agree that these lesions are of the erythema 
ultiforme type, and I should be inclined to add the word hemorrhagic, which 

speaks for the intensity of the lesion. The interest, of course, centers around 
hat the cause of such an expression might be. I suggest that inquiries be made 
as to the possibility of iodides and bromides having been used. 

Dr. Meyer L. NreperMAN: This woman gives a history of taking compound 
effervescent powders every now and then for headache, and I think that inquiry 

ould be made in that direction. 
Dr. BerNARD L. Kaun: The interesting part about this case is that when 
the lesions appeared, in 1939, they were typical erythema multiforme lesions. 
\t that time I questioned the patient thoroughly, and there was no history of 
er having taken bromides at any time, only Seidlitz powders for headaches. 
The lesions persisted for almost two years, until 1941, when I had her admitted 
the hospital because they were severe and the associated pain was almost 
inbearable. With rest and salicylates the lesions disappeared after a week. They 
eappeared again just six weeks ago. 
Dr. Herpert J. SmMitH: I think that Dr. Niedelman referred to Bromo-Seltzer 
nd not compound effervescent powders. The latter is a cathartic preparation, 
hile the other is a proprietary remedy for headache containing acetanilid and 
dium bromide. 
Dr. Frep D. WetpMAN: This is an extremely interesting case, in view of 
pain. I think that all those present were struck by that item. Inasmuch as 
is sO unusual, one might go off on another tangent and examine for foci of 
niection. I think that every one recalls Osler’s work on erythema multiforme 
and how, of all the visceral lesions that were important, he decided that disease 
t the gallbladder was the most important. This woman is not the type likely 
) have disease of the gallbladder, but I think that the possibility of this diagnosis 
should be looked into. 
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A Case for Diagnosis. Presented by Dr. J. V. Kiauper. 


D. C., a white man aged 32, when first seen, in June 1944, presented flat 
topped yellow papules about 0.5 to 1 cm. wide scattered over the face, the sidk 
of the chest and the back and a few in each axilla. There were congestiy 
remains and scars of former lesions destroyed with an electric needle by a physicia: 
prior to the time I first saw him. The duration was seven months. The lesions 
were firm and definitely yellowish. The patient has always been in good healt 
He is overweight and says that he never had disease of the gallbladder or liv: 

The Wassermann reaction of the blood for syphilis was negative. There was 
no sugar in the urine. The cholesterol level of the blood was 310 mg. per hundrs 
cubic centimeters of serum. 

Biopsy by Dr. Fred Weidman disclosed that the epidermis might be regarded 
as normal, except for atrophy immediately overlying the lesion of the coriun 
The latter is partly a superficial nodule which produces a slight elevation of tl 
cutaneous surface and partly a localized small mass immediately below it but 
extending quite to the bottom of the section. It is highly probable that thes 
two portions were continuous at some other level of the lesion. 

The chief processes were not distinctive in themselves. Most of the lesions 
consisted of collagenous bundles which were swollen and edematous, togethe: 
with a scanty infiltration of inflammatory cells. These were distributed diffusely 
Most of them were lymphocytes, but fibroblasts occurred in almost equal numbers 
The latter were largely degenerated, as indicated by their pyknotic nuclei. Poly 
morphonuclear leukocytes were conspicuous by their absence. The most noticeab! 
feature of the section, but one which I regard as having minor significance, was 
the presence of fairly numerous giant cells. These were distributed scattering) 
Most of them had foamy cytoplasms and at first sight suggested giant cells 
Close study demonstrated, however, that the foaminess could be the result ot 
edema, inasmuch as the cytoplasm was traversed by fibrillae instead of being 
stippled, as in the case of lipid deposits. 

I feel that the most significant pathologic change concerned the blood vessels 
and that this eruption was due to a hematogenous toxemia of some kind. Th 
walls of some ot the deeper vessels were so highly edematous and swollen that 
the lumen was almost occluded, and throughout the section lining endothelial cells 
of blood vessels were swollen and sometimes hyperplastic.. It appeared, eve 
that blood had escaped from some of the superficial vessels, as indicated by th: 
presence of fine grains of pigment diffused in the tissues and to a less extent 
within some of the foam cells. I cannot indicate the precise dermatologic diag- 
nosis. I can only place it in the category of toxemic diseases which result 1 
fixed tissue reactions such as take place in cases of rheumatism and gout. It is 
not xanthoma in the ordinary sense, and in fact I doubt that tat of the usual typ 
would be demonstrated. Inquiries should be made into possible hematogenous 
factors. Secondary xanthomatous changes have been known to occur in_ scars 
and other inflammatory infiltrates. 

DISCUSSION 

Dr. J. V. Krauper: There has been improvement following a fat-free diet 

Dr. Frep D. WetpMan: All are agreed that this is a spectacular conditio: 
I was struck by the translucence of the lesions; they are not inflammatory no: 
is there an inflammatory areola around them, and I should say that the diseas: 
resembles miliary lupoid. The sections dispose effectually of the diagnosis 0! 
xanthoma, at least in the lesion examined microscopically. That was a smal! 
lesion. The giant cells are of the Touton type, such as one sees in xanthomas 
and I am wondering what one of the larger lesions would show. I still doubt 
that xanthoma would appear. I believe that the pallid centers are the result 
of necrosis and that on histologic section larger lesions would show a centra’ 


focus of necrosis. On reexamining the section ot the small lesion tonight, I can 
understand how a tuberculoid architecture might be found in the larger lesions 


| 
| 
| 
j 


at 


SOCIETY TRANSACTIONS 


ase stands, I believe it falls in the category of the tuberculids and’ possibly 


iary lupoid of Boeck. 


A Case for Diagnosis (Eosinophilic Granuloma?). Presented by Dr. J. \ 
KrAUDER and Dr. Frep D. WeripMan 


P. R. H., a white man aged 50, about January 1944 had a lesion on the back 

is treated by a roentgenologist with roentgen rays, causing it to disappear 

entgenologist informed us that it was elevated and of ovoid shape and 
2 by 4 cm. It was firm and had a central ulceration. In May anothet 
appeared on the left leg. The roentgenologist who treated the one on 

hack administered five treatments of 1,000 r filtered through 0.1) em. ot 

minum. As a result of this treatment the lesion considerably improved 

When the patient was first seen, in October, he presented a mass that filled 

concha, concealing the entrance of the external auditory canal. It had a 

ntral ulceration, the surface of which was covered with a yellowish membrane, 

bled easily. A part of the tumor was on the anthelix. This portion was a 
ue with a smooth nonulcerated surface and another portion extended onto 
rus helicis. These lesions were elevated, varying from 2 to 4 cm., firm to the 

and infiltrated. As a result of wet dressings of an antiseptic solution, 
ulcerated portion partly healed and bleeding became less pronounced. Within 
past two weeks the mass has become somewhat larger and more infiltrated 
patient complains of pain in the ear radiating to the throat and down the 

k. The patient has always been in good health. He has never traveled outside 

United States and has not been away from the vicinity of Philadelphia for 

some years. There is no history of syphilis. 

The Wassermann reaction of the blood for syphilis was negative. There 1s 

enlargement of the lymph nodes. Laboratory studies showed a red blood cell 
unt of 4,730,000; 74 per cent of hemoglobin, and 16,250 leukocytes, with 70 pet 
nt polymorphonuclear leukocytes, 10 per cent small lymphocytes, 9 per cent 
rge lymphocytes, 2 per cent monocytes, 5 per cent transitional cells and 4 per 
nt eosinophils. The Schilling index showed: metamyelocytes, 0; stab cells, 
per cent, and segmented forms, 59 per cent. The multiple index was 3.0, a rela- 

tively normal shift. 

There was no improvement after three intramuscular injections of bismuth 

subsalicylate and the oral administration of potassium iodide in doses’ ranging 
to 30 grains (2 Gm.) three times daily. 
Histologic examination disclosed that the epidermis appeared over the greater 
irt of the section but that at one end it was ulcerated. It was acanthotic, highly 
lematous and variously infiltrated with polymorphonuclear leukocytes. At the 
nter of the section the interpapillary pegs were elongated and most bizarre 
shape and extended as snags quite to the middle of the corium. In our opinion 
this is an expression of pseudoepitheliomatous hyperplasia and not cancer. In the 
first place, even in the deepest locations, the cells did not have the large richly 

omatinized nuclei—indeed they were pale—and, in the second place, the ulcera 
tion was associated with an intense leukocytic infiltration round about. Inci 
entally, nests of. leukocytes frequently occurred within the epithelial down- 
growths. Perhaps it is also of significance against the diagnosis of cancer that 
the epidermis at the edge of the ulcer did not show proliferative tendencies as 
much as that part which lay at the other end of the section. 

rhe corium was solidly occupied by inflammatory cellular infiltrate, excepting 

edematous zone which lay immediately below the epidermis, and even her« 

some straggling cells sometimes appeared. In the deeper parts of the corium 
t was not possible to identify the slightest trace of collagenous tissue, so dense 
is the infiltrate. This dense infiltrate had a delicate fibrous framework which 
is denser in some places and so loose in others as to resemble lattice fibers. 
tverywhere blood vessels were extremely numerous and thin walled and some- 


es associated with small hemorrhages. The cells concerned varied in pro- 
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portions from place to place. In one place lymphocytes predominated and 
others polymorphonuclear leukocytes. Indeed, at some places the polymorph: 
nuclear leukocytes were so sharply focalized as to constitute miliary abscesses 
Eosinophilic polymorphonuclear leukocytes dominated the scene in every part of 
the section. 

An additional type of cell was difficult to identify but impressed us as being 
a monocyte and approached closely the Sternberg-Reed cell. It was scatteringly 
distributed, never in groups, and this was one reason why we dismissed it as a 
possible cancer cell which was infiltrating from above. The cytoplasm was clea: 
and sometimes invisible. The cell membrane could never be seen. The nucleus was 
rounded and large, and a few examples could be discovered which were indented 
A great many of them were in mitosis. These nuclei, like the epithelial ones 
higher up, were poor in chromatin or even poorer. They appeared to be edema- 
tous. Micro-organisms were searched for, particularly within the miliary abscesses 
but none were found. 

The epithelioid cell hyperplasia which characterizes leishmaniasis was not 
exhibited. There are two diagnostic possibilities. The first one is a squamous 
cell epithelioma which has been modified by roentgen rays or some other circun 
stance so that the nuclear chromatin has not been formed. The patterning 
of the infiltrating cells was altogether good for cancer, but after that there was 
nothing to recommend that diagnosis. We have already stated the features whicl 
were the more in favor of the epidermal changes representing pseudoepitheliomatous 
hyperplasia. The extreme density and eosinophilia observed in the granulom 
atous infiltrate we have never seen approached, even in an_ epithelioma 
The second alternative diagnosis is eosinophilic granuloma. From_ published 
descriptions, this case conforms with cases of that disease. If it is such, we 
would view the process as one in which the reticuloendothelial cells were involved 
in addition to the exudation of the eosinophils. A third alternative, namely, 
Hodgkin’s disease of the skin, can be disposed of in view of the mitotic figures, , 
the absence of any tendencies whatsoever toward fibrosis and to a lesser extent 
the almost unbelievable numbers of eosinophilic leukocytes. 

At this stage in the studies we are unwilling to make any diagnosis with th: 
data at hand. Although we doubt it, there is still the possibility that the diseas 
is cancer, the atypicalness having to be explained on the basis of roentgen radiation 
therapy together with some systemic peculiarity of the patient which leads t 
the eosinophilia. 

DISCUSSION 

Dr. J. V. Krauper: It may be pertinent to discuss briefly eosinophili 
granuloma. 

Dr. Frep D. WeipMAN: There is a tremendous mass back of the ear, 
extending down into the skull, and it seems to me that it has originated ther« 
and has extended up to the ear more or less accidentally. That is, this is a 
tremendously deep-seated lesion. It seemed to me that this lesion was the 
size of a golf ball; it is not a superficial thing. From the clinical appearance it 
looks to me as if it had a deeper origin and as if it may be in the bone. In 
regard to the histologic examination, the question of granuloma arose at once, 
and there is a remarkable infiltration of epithelial cells. I took a section to 
Dr. Ehrich, and he thought it was cancer. There are many mitotic figures. But 
after seeing the lesion tonight and noting how deep it is, I feel that it is not 
fundamentally cancer. The infiltrating cells do not extend down to the bottom 
of the section; they do not extend near the center of that really large lesion, 
and I am inclined to view that hyperplasia as a pseudoepitheliomatous hyperplasia 
As an outcome of this consultation with Dr. Ehrich yesterday, I stained som 
frozen sections for fat and found, as he had suspected, that there was fat in th 
lesions, mostly in the epidermis but also in the monocytes farther down, and n 
doubt those monocytes are the structures which gave rise to the suspicion that 
the disease was related to Hodgkin's disease of the skin. The term “eosinophilic 
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ma’ is used in two senses: one is in respect to the syphilid of Katz; the 


that which the general pathologist knows as an eosinophilic granuloma, 
is a lesion ot the bone and which usually occurs in very young people, 


vounger than this patient. Nevertheless, after observing how deep the 
sion of this lesion is, | wonder whether this may not be the eosinophilic 
of the general pathologist, that is, an osseous tumor. That is my 

after seeing the patient tonight The histologic picture is highly 


ng: I have never seen such enormous numbers of eosinophils, even in 
kin’s disease of the skin, and this very clear type of monocyte; and | 


tind some that had two or three nuclei, like the Sternberg-Reed cells. But 


annot be Hodgkin’s disease of the skin because there is not the fibrosis that 


be present in that disease. I think that Dr. Klauder’s description fits the 
philic granuloma which the French have described, but I do not believe that 


necessarily have evaluated the pathogenesis of the disease, that is, of the 


ilid of Katz. I think that the epithelial changes are not neoplasms in that 


The French speak of it as true carcinoma, and they try to explain it as 
er that is affecting both epithelial and connective tissue, the connective tissuc 
e Hodgkin-like featur I think that it should be regarded as an eosino 
eranuloma originating in the bones, and I think that a roentgenogram should 


+} 


ken to see whether the bones are involved 


WitttiAM ExrRIcH (by invitation): From all that I have heard, I think 


here can be little doubt that this lesion is an eosinophilic granuloma, though 


i us have ever seen one. I[ do not think that it could be Hodgkin's diseas« 
skin, not only from the histologic picture, as Dr. Weidman has pointed out, 


lso from the systemic involvement. In Hodgkin's disease of the skin ther« 


be involvement of the lymph nodes of other portions of the body, but in 
ise the disease seems to be a localized affair. Consequently, I do not think 


has anything to do with Hodgkin’s disease of the skin. It is probably 


philic granuloma 
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Book Reviews 


Studies in Biophysics: The Critical Temperature of Serum (56°). By 
Lecomte du Nouy. Cloth, price $3.50. Pp. 185, with 89 illustrations. New 
York: Reinhold Publishing Corporation, 1945. 


This book is the recording of a series of biophysical experiments with human 
blood serum. The pattern of study throughout is a fixed one, called by the author 
“kinematic,” as contrasted with “static.” By “kinematic” the author means that 
the choice is made to measure biologic characteristics by securing many records 
on a single sample revealing the influence on those measurements of a series of 
different physical influences. 

The recorded studies are highly technical and in the field of dermatology 
could be of some interest only to a serologist. 


News and Comment 


DEATHS 


Dr. Henry G. Munson died on April 9, 1946, in the Presbyterian Hospital in 
Philadelphia. 
Dr. Girsch D. Astrachan died in New York on April 30, 1946. 


Dr. Robert C. Jamieson died in Detroit on April 17, 1946. 
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Brec =k Hand Cleaner 


eck Hand Cleaner is an industrial preparation which was developed during the war. 
Wartime jobs made it imperative to use a hand cleaner after the day’s work in place 
irsh cleansing agents. Breck Hand Cleaner removes oil, grease, paint, and printer's 

nk without irritating the skin. Because it does not contain soap, alkali, or abrasive 
terials Breck Hand Cleaner is mild and bland enough to be used on the face and 

s. During the winter months Breck Hand Cleaner helps prevent the skin from 
ing or becoming rough. If you want a thorough hand cleaner which will 

ssist you in the control of industrial dermatitis, why not try Breck Hand Cleaner. 


OHN H BRECK INC . MANUFACTURING CHEMISTS ° SPRINGFIELD 3; MASSACHUSETTS 
ANADIAN ADDRESS 47 CLARENCE OTTAWA 
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Tubed Culture Media 


Petragnani Medium is recommended for isolation of Mycobacterium ¢ 


from sputa or other pathological material suspected of harboring the organism of tuberculos, 
The formula used in preparation of this medium is a very satisfactory modification of thy 


originally devised by Petragnani. 


Sabouraud Maltose Agar is recommended for propagation of ma; 
pathogenic fungi, particularly those associated with lesions of the skin or scalp. Upon ¢ 


medium many of the parasitic fungi grow luxuriantly. 


Specify “DIFCO” 
THE TRADE NAME OF THE PIONEERS 
In the Research and Development of Bacto-Peptone and Dehydrated Culture Media 


DIFCO LABORATORIES 


INCORPORATED 
DETROIT 1, MICHIGAN 


HANDBOOK NUTRITION 


Prepared under auspices of A.M.A. Council on Foods and Nutrition 

HE series of articles on Nutrition run during recent months in THE JOUR 

Cloth Bound. A. M. A. is now available in book form. Its aim is to present foods and nutrit 
the light of present-day knowledge and through the eyes of outstanding authorities 

tributors are Lewis, Bloor, Du Bois and Chambers, Talbott, Macy, Heath, Curtis 


586 pages. Fertman, Shils and McCollum Butt, Elvehjem, Maynard, Sherman, Wilder and k 
Kohman, Cowgill, Jeans, Tuohy, Ebbs, Stiebeling, Kruse, Sebrell, Jolliffe, and $ 
5% x 8A. 
TYPICAL CHAPTER HEADINGS .. 
Il indexed. Proteins in Nutrition [ron in Nutrition Feeding of Healthy Infants # 
Miah iatenet Role of Fat in the Diet The Fat Soluble Vitamins Children 
Calories in Medical Practice The Water Soluble Vitamins Feeding the Aged — 
PRICE $2.50. Water and Salt Requirements _ Dietary Allowances Nutrition in Preventive Medicm 
e AMERICAN MEDICAL ASSOCIATION - 535 North Dearborn Street - Chicago! 


FOR HIGH PROTEIN, LOW FAT DIETS 


* 35% - 40% protein of biologic quality Defatted 


equal to animal protein. ee 

%* Less than one percent fat. Pez fe ctly = tal 


* Excellent natural source of the B-Complex. 


VIOBIN CORP., MONTICELLO, ILL. 
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nts 


causative 

contributing 


Iv allergic cases, cosmetics may cause acute disturbances. 
Irritation of the sinuses, nasal and bronchial passages may be 


increased by sensitivity to cosmetic allergens. 


Marcelle hypo-allergenic Cosmetics are formulated for your allergic 
patients. Known allergens have been omitted or reduced to tenable 
minimums. Because of constant research and skilled care in the 
production of Marcelle hypo-allergenic Cosmetics, they 
are widely prescribed by physicians. Write for formu- 
lary booklet and professional samples. 


Acceptable for advertising in publications of 


the American Medical Association for 14 years. 


INC. 


1741 N. WESTERN AVENUE + CHICAGO 47, ILLINOIS 
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COMPLETELY SOAPLESS, LATHERING DETERGENT. 

CLEANS AS EFFECTIVELY AS SOAP WITHOUT 
ITS IRRITATION. CONVENIENT AND ECONOMICAL, 
SOAP-SHY PATIENTS WILL APPRECIATE... 


for SKIN CLEANS. 

LOWILA ING, bath, hands, 
* face, shaving, gen: 

Cake eral toilet. 

for HOUSEHOLD 

LOWILA ( CLEANING, laun- 
* dering, dishwash- 
Liguia | ing, windows, etc 


Write for Sample and Literature 


PHARMACAL CORP: 


468 DEWITT STREET 
BUFFALO 13,N.Y7 
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MAPHARSEN, now entering its thirteenth year of 

active clinical use, has assumed a leading role among 

arsenical antisyphilitics. More than 150,000,000 doses 

of MAPHARSEN have been used clinically during the past five years with a minimum 
of reaction and maximum of therapeutic effect. 


United States Navy records’ consistently show the relatively low toxicity of MAPHARSEN. 
Over the ten-year period, 1935-1944 inclusive, Navy reports indicate one fatality for 
every 167,826 injections of MAPHARSEN. Compare this to the Navy reports on neo- 
arsphenamine for the same period which show one fatality in every 28,463 injections. 


MAPHARSEN  (meta-amino-para-hydroxyphenyl arsine oxide (arsenoxide) hydro- 
chloride) offers another great advantage in that its solution does not become more 
toxic on standing, nor does agitation or exposure to air increase its toxicity. Stokes” 
states that no loss of efficacy or increase in toxicity result when the solution is allowed 
to stand for several hours exposed to the air. Therefore, haste need not be made in 
preparation of the solution for injection. | 


TUS. Nav. M. Bull. 45:783, 1945, and previous 
annual Navy reports. 

2 Stokes, J.H., Beerman, H. and Ingraham, N.R ; 
Modern Clinical Syphilology, ed. 3, Philadel- 
phia, W.B. Saunders Company, 1945, pp. 359, 
300. 
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NIVE 


Your Hands Are Your 
Best Instruments 


* 


CREME or SKIN 


AND 


Superfatted BASIS Sol 


will keep your skin smoot 


free from seasona! 


irritatic 


Available at prescription pharmacies 


DUKE LABORATORIES, INC, 


Nivea, Basis Soap, Reg. U. S. Pat. Off. 


Made by the makers of Elastoplast, elastic adhesive for support and compres 


for references on ANY SPECIAL SUBJECT use the . 


QUIRTERLY CUMULATIVE IWDEX 


A Convenient Key to 
Current Medical 


Literature 


AMERICAN MEDICAL ASSOCIATION, 


®@ Here is an index of the worth-while med- 
ical literature of the world—the articles in 
hundreds of publications from leading med- 
ical centers. An invaluable source of refer- 
ence to research workers, libraries, hospitals, 
clinics and medical schools. 


@If you need light on a baffling case, if 
you are writing a medical paper, if you are 
preparing for a lecture, or if you are doing 
research work, you need the Index. It will 
tell you at a glance what articles have 
recently appeared on the medical subject in 
which you are interested. Authors and titles 
appear in one complete alphabetical com- 
pilation. Refer to the title and the author 


is given, too. Refer to the author # 
title is also listed. The Index con 
list of all journals indexed, includx 
mestic and foreign publications as # 
high grade lay periodicals; lists of put 
and addresses; and medical books of & 


alphabetically listed according to subj 
author. 


® Published four times a year, the Js 
January numbers are cumulative for & 
ceding six months and are cloth bow 
permanence in volumes of close “ 
pages. Subscription price, $12.0 * 
endar year. 


$2.00. 
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THE INDEX CONTAINS 
Subject and author Index ef current medical articles in 


List of all journals indexed. 


HUNDREDS OF JOURNALS. 


List of publishers and addresses. 


Medieal books of the year, listed alphabetieally according te 
author and subject. 


Canadian and foreign 
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(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While pruritus may be due to a variety of causes, mycotic, 


Unguentum ISO-PAR with its 


: in the treatment of PRURITUS ANI and VAGINAE 
and MYCOTIC INFECTIONS 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


secondary infection from scratching, neurosis, hemorrhoids, yet 


NNEC? 
. effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 
mpremay TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS 
— of the EAR. 
II a Unguentum ISO-PAR has as its active ingredient 17% Iso-Par (14 parts Iso-Paraffinic 
mm Acids, C*-C¥*, Av. Mol. Wt. 174, modified by 3 parts Mixed Amine Salts, principally 
1 2-Hydroxy-5-Iso-Octyl-N, N-Dimethyl Benzylamine Salts of Iso-Paraffinic Acids, i. ¢., 
: Iso-Octyl-Hydroxy-Benzyl-Dimethyl-Ammonium-Iso-Paraffinate), held in suspension in a 
base consisting of Cetyl Alcohol, Beeswax, Titanium Dioxide, Lanolin, Petrolatum and 
Essential Oils. 
ithor 
— U. S. Patent No. 2,262,720 
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INDUSTRY LOOKS 10 Medicine .. 
am 


Symposium on Burns free 


tional Dermatoses | 


Industrial hazards and occupational disorders mean loss in time, ford Circus Disaster 
well being and money to both management and labor. The highly Neuroses of Peace ang 
geared industrial life in this country demands practically all the Actual Causes of Ceny 


resources known to medical science. Thus it is, that few physicians 
today can afford to overlook the need for special study of the eet tend ae 


medical requirements of industrial workers. System 


MEDICINE 


The New Special Journal of the American Medical Association 


brings to general physician, specialist, to part-time plant phy- 


Exposure to Roentge 
Radioactive Substance 


Tuberculosis in Indust 
Viewpoint of the » 


Industry | 


sician or full-time medical administrator the new and 


significant developments in this field. In its 


pages are published results of many 
phases of researches affecting occupa- 
tions, new investigations in person- 
nel psychiatry and psychology, mass 
technics in roentgenology in detection 
of tuberculosis, ete. Through original 
articles, abstracts of current literature, 
news, book reviews, editorials and top. 
ical reviews, OCCUPATIONAL MEDI- 
CINE contributes richly to solutions of the 
many problems of medicine in industry. By 


channeling this information throughout the pro- 
fession, it promotes an improved medical ser- 
vice distribution to the employed American. 


SIGN AND RETURN THIS COUPON 


AMERICAN MEDICAL ASSOCIATION 

535 North Dearborn Street + Chicago 10 en 
Gentlemen: 

I wish to subscribe to OCCUPATIONAL MEDICINE. 

Begin my subscription with the current issue. I understand 


that the subscription price is $6.00 a year, and that you 
will later send me a bill for that amount. eT er re 
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—S. JOHNSON 


Such may well be the sigh of the allergic 
woman whose undeserved penalty for 
employing standard cosmetics is a dis- 
figuring contact dermatitis. Yet, she 
need not despair— because her physi- 
cian can recommend the use of ALMAY 
HYPOALLERGENIC COSMETICS. 

¢ Almay Cosmetics are high-quality 
preparations—the fruit of years of 
specialized, painstaking investigation 
and experimentation. Included among 
them are all the important beauty aids 

— lipstick, rouge, face powder, cold and 
hand creams, astringent, mascara, wave 
set and soap... both scented and unscented. 
¢ For the unusual hyperallergic case, 
Almay provides Raw Material Testing 
Sets of Lipstick, Rouge and Face Pow- 
der (as well as Clinical Testing Sets 
of Lipstick)--and cooperates with 
the physician in developing individ- 
ualized cosmetics when necessary. 
ALMAY, INC., 56 COOPER SQUARE, NEW YORK 3, N. Y. 


Write for free copies of “Cosmetic Sensitivity” 
and “Cosmetic Formulary” 


ALMAY 


Allergic people may alse use fine cosmetics 


Sole Distributors: Schieffelin & Co. New York 3, W. Y. 
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Adwantages of 
| pHisoderm 


1. pHisoderm contains no fatty-acids, alkali. 4. pHisoderm is indicated for use by physi 
color or perfume, approximately 40 per cent as well as patients whose skins do not td 
more surface-active and speedier than soap. the use of soap. 


2. pHisoderm makes an abundant lather in 
hard as well as soft water and under acid, neutral Supplied in 2 oz. end 8 ex. hela 
or alkaline conditions and at any temperature. It 


; ene 3 oz. refillable ejector dispensers. 
is active in cold sea-water. 


An oily type is available for those 


3. pHisoderm is non-irritating, non-toxic and have abnormally dry skin. 
hypo-allergenic. It is an unusually effective, Treadle dispensers of special design 
safe, rapid cleanser of the skin, scalp and hair required for hospital use and are availa 


of infants and adults. 


We invite requests for samples and literature 


FAIRCHILD BROTHERS AND FOSTER 


70-76 Laight Street New York 13, N. Y. 
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